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PERSONAL 


Luther L. Terry, M.D 


] UTHER L. TERRY, M.D. Was Sworn 
~ in on March 24, 1961, for 
a four-year term as Surgeon 
General of the Public Health 
Service. Secretary ABRAHAM RIBI 
COFF administered the oath of of 
fice in a ceremony at the De 
partment of Health, Education, 
and Welfare, 
officials of the Department, the 
Public Health Service, and othe: 


government agencies 


attended by senio1 


DR. TERRY, whose appointment 
DY PRESIDENT KENNEDY was con 
firmed by the Senate on March 
2, succeeds LEROY E. BURNEY, M.D., 
who resigned January 30. DR. TER 
RY was Assistant Director of the 
Public Health Service’s Nation 
al Heart Institute at the tim 
of his appointment as Surgeon 
General 

DR. TERRY has had broad ex 
perience in medical teaching, re 
search, clinical medicine, hospi 
tals, and community health ac 
tivities. In addition to training 
activities within PHS, as at the 
Clinical Center of the National 
Institutes of Health and _ the 
PHS Hospital in Baltimore, pr. 
TERRY has been associated with 
Washington University, Univer 
sity of Texas, and Johns Hop 
kins University, in teaching med- 
icine, preventive medicine, and 
public health. He has also served 
on NIH and NHI committees 
concerned with training, and re 


search training grants. 
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AND NOTES 





His research work extends 
through many years and has been 
extensive and productive. He has 
been the author or co-author 
of more than 45 professional 
papers ranging from early stud- 
ies on diseases such as menin- 
gitis, pneumonia, and brucellosis 
to research on therapeutic agents, 
malignant carcinoids, hyperten- 
sion and other cardiovascular 
diseases; and subjects of current 
high scientific interest such as 
serotonin, and monoamine-oxidase 
inhibitors. 

DR. TERRY has also been among 
those instrumental in the recent- 
ly invigorated participation by 
PHS Hospitals in research ac- 
tivities. He is a member and past 
president of the PHS Clinical 
Society. For about 10 years, he 
served as Chief of Medical Serv- 
ice at the Baltimore PHS Hospi- 
tal, in addition to his more re 
cent duties with the NIH Clini- 
cal Center Medical Board. 

Active participation in com 
munity affairs has also charac- 
terized DR. TERRY. Working in his 
home county and state with health 
departments, voluntary agencies 
in the TB and heart fields, and 
medical societies, he has served 
in such capacities as President 
of the D.C. Trudeau Society; 
member of the Board of Direc- 
tors of the D.C. TB Association; 
member of the Montgomery 
County (Md.) Advisory Health 


G. J. KIDERA, M.D., 
(left), Medical Director 
of United Air Lines, is 
shown receiving the 
President's Award,’ 
given to the company’s 
outstanding employee of 
plaque 
was presented by W. A. 
PATTERSON, United's 


President, in recognition 


the year. The 


of “long-time service to 
the well-being of em- 
ployees and valuable re- 
search in solving physio- 
logical problems.’ 


Committee; member of the Medi- 
cal Advisory Committee of the 
Montgomery County TB and 
Heart Association and its Board 
of Directors; and member of the 
American Heart Association. 

Special assignments have also 
provided DR. TERRY as a Service 
career officer with another kind 
of experience. These include serv- 
ice on the Medical Division of 
Strategic Bombing Survey to 
Japan; staff of the Subcommit- 
tee Investigating Malmedy Atro- 
cities (Senate Committee on Mili- 
tary Affairs); NIH Cardiovas- 
cular Study Section; PHS Com- 
mittee on Civilian Health Re- 
quirements; and the Advisory 
Committee on Nutrition of the 
Indian Health Service. 


“he Michigan Industrial Medi- 

cal Association assembled in 
its annual meeting March 24, 
1961, in Detroit, under the presi- 
dency of DUANE L. BLOCK, M.D. 
This association in its business 
session elected the following offi- 
cers: 

President: RICHARD D. MUDD, 
M.D., Medical Director, Chevrolet- 
Gray Iron Foundry, Saginaw. 
President-Elect: WILLIAM JEND, 
JR., M.D., Detroit. Vice President: 
HENRY J. KRUELEN, M.D., Grand 
tapids. Secretary-Treasurer: RO- 
BERT D. MCINTOSH, M.D., Tern- 
stedt Division, General Motors 
Corp., Detroit. 


United Air Lines Photo 





or allersies 


(hat are 
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James H. Sterner, M.D. 


AMES H. STERNER, M.D., Medical 

Director of Eastman Kodak 
Company, took office on March 
16 as the first industrial physi 
cian to be elected President of 
the National Health Council. 

GEORGE BUGBEE, President of 
Health Information Foundation, 
was chosen at the meeting as 
president-elect to succeed Dr. 
STERNER in 1962. In the interim, 
MR. BUGBEE will head the Coun- 
cil’s top level program planning 
committee. 

DR. STERNER is a graduate of 
Pennsylvania State University 
and Harvard Medical School. In 
1936, he joined the staff of the 
Eastman Kodak Company’s Med- 
ical Department and was ap- 
pointed Medical Director in 1951. 
He is Associate Professor of 
Medicine at the University of 
Rochester School of Medicine and 
Industrial 
Health and a member of the ad- 
visory committee to the Division 
of Biology and Medicine, U. S. 
Atomic Energy Commission. He 


is a Consultant in 


is chairman of the American 
Medical Association’s Council on 
Occupational Health, vice chair- 
man of the American Board of 
Preventive Medicine and is active 
in community health organiza- 
tions in Rochester, N. Y., where 
he lives. DR. STERNER has received 
the Cummings Award of the 
American Industrial Hygiene As- 
sociation, the Knudson Award of 
the Industrial Medical Associa- 
tion and the Award of Honor of 
the American Academy of Occu- 
pational Medicine. 

Council President-Elect BUGBEE 
was graduated from the Univer- 
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sity of Michigan. In 1938, he was 
appointed Commissioner Superin- 
tendent of the Cleveland, Ohio, 
City Hospital, and in 19438, he 
was appointed executive director 
of the American Hospital Asso- 
ciation. A fellow of the College 
of Hospital Administrators, MR. 
BUGBEE received the Award of 
Appreciation for Remarkable 
Achievement from the College in 
1948. 


ostdoctoral specialization in the 

field of environmental health 
is now being offered by the Insti- 
tute of Industrial Medicine, New 
York University Medical Center, 
under a United States Public 
Health Service training grant. 
This program is designed to 
prepare persons with doctoral 
degrees in medicine, the medical 
sciences, or one of the basic 
sciences, for research and teach- 
ing careers in this field. 

Fields of special interest in- 
clude aerosol physics, physiology, 
environmental cancer, industrial 
toxicology, air pollution, radiolog- 
ical health, and radiation biology. 
Laboratory, epidemiological, and 
clinical studies will be involved. 
The training periods are expected 
to be of from one to three years’ 
duration. Stipends are available 
and will vary with individual cir- 
cumstances. 

Application is invited from 
those who have recently com- 
pleted their professional doctoral 
training, as well as those who 
have had some experience in the 
field and wish additional train- 
ing. Backgrounds particularly 
suitable would include physiology, 
pharmacology, engineering, chem- 
istry, biochemistry, physics, sta- 
tistics, epidemiology, and medi- 
cine. 

Inquiries should be directed 
to DR. NORTON NELSON, Professor 
and Chairman, Institute of In- 
dustrial Medicine, New York 
University Medical Center, 550 
First Avenue, New York 16. 


VY ILLIAM P. SHEPARD, M.D., Chief 

Medical Director of the Met- 
ropolitan Life Insurance Com- 
pany, retired on April 1, 1961. 
He will open a limited consulting 
practice in industrial adminis- 
tration and public health educa- 
tion in New York City. 


Russell G. Birrell, M.D. 


USSELL G. BIRRELL, M.D., Medi- 

cal Director of Imperial Oil 
Limited of Canada since 1947, 
retired on April 1, 1961. 

After graduating in medicine 
from the University of Toronto 
and interning at the Ontario Hos- 
pital, DR. BIRRELL spent four 
years on the faculty of the 
Peking Union Medical College 
in China. He subsequently served 
on the surgical service of the 
Toronto Western Hospital, and 
obtained specialized training in 
physiotherapy and _ orthopedic 
surgery at the Hospital for the 
Relief of the Ruptured and Crip- 
pled, in New York City. 

DR. BIRRELL joined the Medical 
Department of International Pe- 
troleum Company, Ltd. in 1928, 
serving at its hospital in Talara, 
Peru. Later, he was associated 
with the Medical Department of 
the Standard Oil Co. (N. J.) in 
New York City. 


JALLIANT C. BAIRD, M.D. has been 
appointed to the newly creat- 
ed position of Medical Director 
in the headquarters organization 
of Humble Oil & Refining Com- 
pany. DR. BAIRD has_ been 
Chief Physician of the company’s 
Humble Division. In his new posi- 
tion, he will be responsible for 
coordination of all medical ac- 
tivities within the company. 

A native of Stamford, Texas, 
DR. BAIRD first attended Southern 
Methodist University and then 
transferred to Tulane University, 
where he was awarded a Bache- 
lor of Science degree in 1926. 
In 1928, he was graduated from 
Tulane’s School of Medicine. Af- 
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ter interning in New Orleans, 
he was an instructor at Tulane. 
In 1931, DR. BAIRD became 
the Assistant Medical Direc- 
tor of Standard Oil Company of 
Louisiana. He joined Humble in 
1935 as Assistant Chief Physi- 
cian and was named Chief Phy- 
sician in 1944. 

DR. BAIRD is certified in occu- 
pational medicine by the Ameri- 
‘an Board of Preventive Medi- 
cine and is a fellow of the Ameri- 
can College of Preventive Med- 
icine. He is chairman of the 
Council on Industrial Health of 
the Texas Medical Association 
and is a fellow and member of 
the Council on Occupational 
Health of the American Medical 
Association. He is past presi- 
dent of the Texas Industrial 
Medical Association and _ has 
served as chairman of the Medi- 
cal Advisory Committee of the 
American Petroleum Institute. 


Mao GENERAL RICHARD L. BO- 
HANNON, chief Air Force sur- 
geon with the Pacific Air Forces 
for the past three years, will be- 
come Deputy Surgeon General, 
United States Air Force, in June. 
DR. BOHANNON supervised the 
administration and operation of 
14 Air Force hospitals and dis- 
pensaries at bases throughout 
Japan, Korea, Okinawa, Taiwan, 
and the Philippines. These fa- 
cilities, assuring high quality 
medical care to 100,000 military 
personnel and dependents, are 
staffed by almost 3,000 physi- 
cians, dentists, nurses and medi- 
cal corpsmen and approximately 
160 board-certified physicians and 
surgeons. Proper working condi- 


Major General Richard L. Bohannon 


tions for these medical people 
and superior facilities for the 
care of their patients have been 
the constant concern of DR. Bo- 
HANNON’S administration of the 
Air Force Medical Service in the 
Far East. 

Acting on the knowledge that 
disease and death know no na- 
tional boundaries, DR. BOHANNON 
has continued to sponsor the an- 
nual PACAF Medical Confer- 
ences initiated by his predeces- 
sor, MAJOR GENERAL 0. K. NIESS, 
now Surgeon General, USAF. 
These conferences, attended by 
medical representatives from all 
friendly Asian countries, give 
each doctor an opportunity to 
share technical skills, scientific 
achievements, and ideas. 

In recognition for his efforts 
in promoting harmonious rela- 
tions with the peoples of the 
Far East and Asia, DR. BOHAN- 
NON has been honored by several 
countries. 

DR. BOHANNON has served in 


the Medical Corps of the Army 
and of the Air Force for more 
than 26 years. He is a member 
of the American Medical Associa- 
tion, the Aerospace Medical As- 
sociation, the Civil Aviation Med- 
ical Association, and the Indus- 
trial Medical Association. He is 
a diplomate of the National 
Board of Preventive Medicine 
(Aviation Medicine). A native of 
Dallas, Texas, he studied at 
Southern Methodist University 
and Baylor College of Medicine, 
where he graduated with the 
class of 1932. 


LEN USHER, M.D. has been ap- 

pointed Medical Director of 
the Owens-Illinois Glass Company 
in Toledo, Ohio. DR. USHER re- 
ceived his medical degree from 
the Harvard Medical School, 
and an M. P. H. degree from 
Johns Hopkins School of Medi- 
cine in 1950. He was, for four 
years, Medical Consultant for the 
Public Health Service and, for 
three years, Chief of the Health 
and Sanitation Division, United 
States Operation Mission in Iraq. 
From 1955 to 1957, he was Chief 
Program Development Officer, 
Division of International Health, 
U. S. Public Health Service; 
from 1957 to the present, DR. 
USHER was Special Assistant, 
Communicable Disease Center, U. 
S. Public Health Service. 


Orcupational Medicine, a full- 
time course for physicians, 
will be given for eight weeks 
from September 8 through No- 
vember 10, 1961, by the New 
York University Post-Graduate 
Medical School (course 481). 





* AMERICAN ASSOCIATION OF RAILWAY SURGEONS + 





Officers — 1960-1961 


President: 

WALTER D. Assott, M.D., Des Moines, Iowa. 
President-Elect: 

Cuester C. Guy, M.D., Chicago, III. 

Vice Presidents: 

Wittiam H. Saxton, M.D., Huron, So. Dak. 
Rurus B. Rosins, M.D., Camden, Arkansas 
W. K. West, M.D., Oklahoma City, Okla. 
Treasurer : 

JoHN R. WINSTON, M.D., Chicago, II. 
Secretary: 

Cart Y. WERELIUS, M.D., Chicago, IIl. 
Recorder: 

James K. Stack, M.D., Chicago, IIL 


Executive Board 


ARTHUR R. METZ, M.D., Chicago, Ill., Chairman 
Rosert M. GRAHAM, M.D., Chicago, IIL. 
RAYMOND HOUSEHOLDER, M.D., Chicago, IIL 
A. M. W. Hursu, M.D., Philadelphia, Pa. 

J. M. L. JENSEN, M.D., Chicago, IIl. 
RAYMOND B. Kepner, M.D., Chicago, IIL 
ERNEsT C. OLSON, M.D., Chicago, IIL 

Ray S. Westuine, M.D., Chicago, Il. 

T. L. HANSEN, M.D., Chicago, II. 

Aast. to Secretary-Treasurer: 


Mr. FRANK PARKER, 59 E. Van Buren St., 
Chicago, 5, IIL. 
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low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 





Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 











Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.I.D. 


The muscle relaxant with an independent pain-relieving action 


SOMA 


(carisoprodol, Wallace) 


Ww) Wallace Laboratories, Cranbury, New Jersey 





The course content covers the 
following areas: Preventive Med- 


icine, including Epidemiology 


and Biostatistics, Administrative 
Medicine, Occupational Diseases, 
and_ Industrial 
aimed at meeting the need for 
specialized training in industrial 


Hygiene. It is 


medicine. Didactic instruction 
will be supplemented with field 
trips to industrial plants, govern- 
mental agencies concerned with 
industrial health, and to union 
health centers. Opportunity will 
be given to attend medical, surgi- 
cal, and clinical-pathological con- 
ferences held in the New York 
University Medical Center. 

Tuition for this course will be 
$375, plus $25 for field expenses. 
For further information write: 
Office of the Associate Dean, 
NYU _ Post-Graduate Medical 
School, 550 First Avenue, New 
York 16, N. Y. 


reliminary registration for the 

Third Inter-American Confer- 
ence on Occupational Medicine 
and Toxicology, to be held in 
Miami August 6-10, 1961, indi- 
cates that participants will be 
coming from all parts of the 
United States, Puerto Rico, Vene- 
zuela, Chile, Cuba, Canada and 
Great Britain. 

The conference, sponsored by 
the University of Miami School 
of Medicine, will be held in the 
Biscayne Terrace Hotel and will 
be conducted in Spanish and in 
English. Papers will be given in 
either language with simultane- 
ous translation into the other. 

Papers will cover administra- 
tive practices, environmental hy- 
giene, ionizing and microwave 
(radar) radiation, noise, derma- 
tology, antibiotics and _ other 
drugs, medicine in the tropics, 
pesticides, etc. There will be a 
special symposium on hypnosis, 
and one on radiation. 

Chairman for the conference 
is WILLIAM B. DEICHMANN, Ph.D., 
Professor and Chairman of the 
Department of Pharmacology, 
University of Miami School of 
Medicine. Co-chairman is. DR. 
JOSE R. VIVAS, Dean of the Uni- 
versity of Puerto Rico Medical 
School. 
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Richard W. Stone, M.D. 


ICHARD W. STONE, M.D., Assist- 

ant Medical Director in the 
New York Telephone Company 
has been put in charge of medical 
activities in the Bronx and West- 
chester Areas of the Company. 
He reports to KENNETH L. STRAT- 
TON, M.D., Medical Director, Man- 
hattan-Bronx-Westchester. In ad- 
dition to industrial medicine. DR. 
STONE’S postgraduate interests 
lie in the field of chest disease 
and pulmonary physiology. 

DR. STONE graduated from the 
University of Wisconsin in 1945, 
and completed his internship at 
the University of Oregon’s Hos- 
pitals and Clinics in Portland. 
Of his two years in the Army, 
one was spent in China. On his 
return from the service DR. STONE 
entered private practice. In 1950, 
he went to England to attend a 
postgraduate Medical Federation 
training course in London and 
the following year took up an 
Assistant Residency at the Mas- 
sachusetts Memorial Hospital, 
Boston University. After a year 
as a USPHS Fellow in the hemo- 
dynamic laboratory at the same 
hospital, DR. STONE accepted an 
appointment as Research Assist- 
ant under DR. R. V. CHRISTIE at 
Saint Bartholomew’s Hospital, 
London, England. On his return 
to the United States he had an 
appointment in the pulmonary 
laboratory at the State Univer- 
sity of New York in Brooklyn. 
It was during this time that he 
became associated with the New 
York Telephone Company, join- 


ing the Medical Department as 
a part-time examining physician. 
At present, DR. STONE’S academic 
appointment is Assistant Profes- 
sor of Clinical Medicine on the 
chest disease service of Cornell- 
New York Hospital Medical Cen- 
ter. 





Died 
ONALD VINTON BAKER, M.D., on 
February 23, 1961, in Bos- 
ton, Mass. A graduate of Har- 
vard College in 1908 and of the 
Harvard Medical School in 1912, 
DR. BAKER was for 30 years Medi- 
cal Director of Lever Brothers. 
He was the founder, in 1916, of 
the Baker Clinic of Industrial 

Medicine in Boston. 


AURENCE A. DONDANVILLE, M.D., 

68, Moline, Ill., on November 
14, 1960. A chief division surgeon 
of the Rock Island Railroad, he 
was named “Doctor of the Year” 
by the Rock Island County Medi- 
cal Society of which he had been 
president. He graduated from 
Northwestern University Medical 
School in 1924 and was a veteran 
of the first World War. 


ALTER J. CONNELL, M.D., 68, of 

Farley, Iowa, on October 6, 
1960. Formerly Director of the 
Department of Health in Du- 
buque, he served as Medical Di- 
rector of the Industrial Hygiene 
Division of the Department of 
Health in Louisville, Ky. He 
graduated from the University 
of Illinois College of Medicine, 
1919, and was a_ veteran of 
World War I. 


ILLIAM B. HYDE, M.D., 71, of 

Durant, Miss., on October 1, 
1960. DR. HYDE, a graduate of the 
Chicago College of Medicine and 
Surgery, was for many years 
local and district surgeon for the 
Illinois Central Railroad. 


DWARD N. ROBERTS, M.D., on Oc- 

tober 31, at age 75, of myo- 
cardial infarction. A resident of 
Pocatello, Idaho, DR. ROBERTS was 
Chief Surgeon for the Union 
Pacific Railroad. 





vodine........ 


trademark 
Brand of pimi 


Analgesic potency as great as morphine 
without drowsiness or hypnosis* 
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Alvodine, a new and powerful narcotic analgesic, relieves pain as 
effectively as morphine, yet is much safer because it is free from 
the high incidence and severity of morphine’s side effects. Alvodine 
is effective orally as well as parenterally. Alvodine causes almost 
no sedation, drowsiness or euphoria. Respiratory and circulatory 
depression are rare with customary doses; nausea and vomiting are 
uncommon. Constipation has not been reported. 


Preferred agent for specific situations 


Alvodine is especially well suited for postoperative analgesia be- 
cause it permits most patients to remain alert and at the same time 
free from pain. The risk of postoperative pulmonary hypostasis and 
venous stagnation is decreased because the use of Alvodine allows 
patients to be mobilized sooner. 


Alvodine is ideal for ambulatory and semiambulatory patients who 
are in need of strong analgesia. Patients with cancer remain alert 
and can often carry on their normal daily activities when freed of 
pain by oral doses of Alvodine. 


Dosage: Orally, from 25 to 50 

mg. every four to six hours 

as required. By subcutaneous or 

intramuscular injection, 

from 10 to 20 mg. every four 

hours as required. 

How Supplied: Alvodine tablets, 

50 mg., scored. Alvodine ampuls, 

1 cc., containing 20 mg. per ce. 

Narcotic Blank Required. 
LABORATORIES 


Ml New York 18, N.Y. 


Write for Alvodine brochure 
containing detailed information 
on clinical experience, 
addiction liability, side effects 
and precautions. 


*In more than 90% of patients. 





SECOND NATIONAL CONGRESS ON ENVIRONMENTAL HEALTH 


The Second National Congress 

on Environmental Health will 
be held June 6 through 8, 1961, 
at the University of Michigan 
School of Public Health, Ann 
Arbor, Michigan. Cosponsors of 
the Congress with the School of 
Public Health are the American 
Public Health Association and 
the National Sanitation Founda- 
tion. 

The Congress is designed to 
provide an opportunity for rep- 
resentatives of industry, gov- 
ernment, and the public to re 
view the problems involved in 
controlling and shaping the ex 


ternal environment for optimal 
national development in the 
years ahead. To this end, 250 in- 
vited participants, including 100 
from official and voluntary pro 
fessional public health agencies 
and groups, 100 from industry, 
and 50 from the public at large, 
will have an _ opportunity to 
study the objectives of the Con- 
gress, which are: 

“To explore environmental re- 
sources and their value and use- 
fulness for man in terms of needs 
for industry, government, and 
conservation in keeping with 
health, social, economic trends. 


“To consider principles and 
methods of practice which will 
encourage a maximum develop- 
ment of our environmental re- 
sources for society.” 

Persons in industry interested 
in attending this Congress should 
communicate with H. E. MILLER, 
Director of Continued Education, 
University of Michigan School 
of PulLiic Health, Ann Arbor, 
Michigan. Additional invitations 
to the Congress will be extended 
in the interest of maintaining 
a balance of types of industry 
represented among the partici- 
pants. 





TUESDAY, JUNE 6, 196! 


Welcome MYRON WEGMAN, M.D., 
Dean, Michigan School of Pub- 
lic Health 

Opening Statement HENRY F. 
VAUGHAN, DR. P. H., President, 
National Sanitation Foundation 

Man versus Environment RENE 
DUBOS, Ph.D., Rockefeller In- 
stitute 

Biological Aspects of Environ- 
ment THOMAS FRANCIS, M.D., 
Prof. of Epidemiology, Michi 
gan School of Public Health 

Chemical Aspects of Environ- 
ment - ROBERT A. KEHOE, M.D., 
Director, Kettering Institute, 
University of Cincinnati 

Physical Aspects of Environment 

ABEL WOLMAN, DR. ENG., 
Prof. of Sanitary Engineering, 
Johns Hopkins School of Pub- 
lic Health 

Social and Economic Factors In- 
fluencing Environment JO- 
SEPH J. SPENGLER, Ph.D., Prof. 
of Economics, Duke University 

A Public View of Man versus 
Environment HON. JOHN E. 
FOGARTY, Congressman from 


Rhode Island 
WEDNESDAY, JUNE 7, 
1961 


Environment Needs for Industry 
Power — WALKER L. CISLER, DR. 


PROGRAM 


ENGR., President, Detroit Edi- 
son Company 

Paper — DWIGHT L. STOCKER, B.S., 
President, K. V. P. Sutherland 
Paper Company 

Glass — ALEXANDER M. TURNER, 
A.B., and HERB BARNBY, M.S., 
Owens-Illinois Glass Co. 

Food CHARLES GLEN KING, 
Ph.p., Director, Nutrition Foun- 
dation and _ President-Elect, 
American Public Health Assoc. 

Conservation — STANLEY A. CAIN, 
Ph.p., Prof. of Conservation, 
University of Michigan 

Recreation — AYERS’ BRINSER, 
Ph.p., Prof. of Economics, Uni- 
versity of Colorado 

Agriculture and Related Land 
Resources — EDWARD A. ACKER- 
MAN, Ph.D., Executive Officer, 
Carnegie Institution of Wash- 
ington, and MARION CLAWSON, 
Ph.p., Director of Land Use 
Program, Resources for the 
Future, Inc. 

Community Planning — ROBERT 
HOWES, Director, Division of 
Reservoir Properties, and A. 
J. GRAY, Community Planner, 
Government Relations and Eco- 
nomic Staff, Tennessee Valley 
Authority 

Public Health — HERMAN E. HIL- 
LEBOE, M.D., Health Commis- 
sioner of New York State 

The Federal Government — JOHN 


D. PORTERFIELD, M.D., Deputy 
Surgeon General, U. S. Public 
Health Service 


THURSDAY, JUNE 8, 1961 


Food and Drugs — HON. GEORGE 
LARRICK, D.SC., Commissioner, 
Food and Drug Administration 

Freedom: The Cornerstone of 
American Life — ALBERT C. JA- 
COBS, LL.D., President, Trinity 
College 

Methodology for Industry — F. 
K. DOSCHER, Vice-President, 
Lily-Tulip Cup Corporation 

Methodology for Government —- 
LEONA BAUMGARTNER, M.D., 
Health Commissioner, New 
York City 

Afternoon Discussional: Free En- 
terprise and Methodology in 
the American Way of Life 

WALTER F. SNYDER, Director, Na- 
tional Sanitation Foundation 

ROBERT J. ANDERSON, M.D., Deputy 
Chief, Bureau of State Serv- 
ices, U. S. Public Health Serv- 
ice 

MARK HOLLIS, C. E., Chief Engi- 
neer, U. S. Public Health Serv- 
ice 

DONALD GREENAWAY, Executive 
Vice-President, National Res- 
taurant Association 

DON NICHOLS, Chairman of the 
Board, Ahrens Publishing 
Company 


ee ee ee 





do all 
ECG servicemen 
carry the 


same tools? 


Perhaps they do...if you consider their ‘‘tools” to be only soldering irons, spare 
components, milliammeters and the like. But what about their training, experi- 
ence, and personal interest in your satisfaction? 


The men who service Sanborn electrocardiographs are qualified technicians — 
highly skilled and experienced in medical electronics. Their training and experi- 
ence are important; but important, too, is their direct, personal interest in 
providing every Sanborn owner with competent, prompt, responsible service. 


It’s a “service tool” well worth remembering the next time you buy an electro- 
cardiograph. 


MEDICAL DIVIS.ON 


AN Fe 
om ™d 


man St., Waltham 54, Massachusetts 





DRISTAN 


DECONGESTANT TABLETS 
Single Dose Packaging in Sanitary Dispenser 


for relief of 


e SINUS CONGESTION 
e DUST, POLLEN, NASAL ALLERGIES 
e COLDS DISTRESS 


Minimizes Hazard of Drowsiness on the Job 
as compared with other preparations containing antihistamines 


DRISTAN Decongestant Tablets afford a new degree of symptomatic relief 
from sinus congestion, allergic disorders and the common cold. DRISTAN 
is a special 3-layer tablet development which offers a combination of 
ingredients never before possible to put into a single tablet releasing: 


AL. PHENYLEPHRINE HYDROCHLORIDE, a vasoconstrictor to 
7 


No Capsule, Single-Layer or shrink swollen sinus membranes and promote drainage. 


Sugar-Coated Tablet Can vr 
Duplicate Dristan’s Exclusive _7 


3-Layer Tablet F la. ‘ “ne . 
Y ee ae 2 PHENINDAMINE TARTRATE, a unique antihistamine to 
7 - e 


ve control edema and discharge caused by offending 
ail allergens. Rarely produces drowsiness. 


Approved APC FORMULA to reduce fever and body aches. 


~~ 3, VITAMIN Cto build up body resistance to colds infection. 


CONVENIENT SANITARY DISPENSER 


This Dristan Dispenser contains 50 envelopes of 2 DRISTAN 
Tablets each. Designed especially for industrial medical use. 
Economically priced. Available through your regular supplier. 


WHITEHALL LABORATORIES 
NEW YORK 16, N.Y. 





A new concept 


STOP 


O0ee% oe ee 
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LIDA-MANTLE 


e Relieves itching and topical pain within minutes .. .“‘superior to any existing 
local anesthetic.’’} 


e Not a ‘caine’ or a ‘quinoline’. Virtually non-irritating, non-allergenic, non-toxic 
... over a million uses without a single verified case of sensitization.” 


e The exclusive ACID MANTLE vehicle soothes sensitive skin, speeds healing and wards 
off recurrences by rebuilding the protective barrier of acidity that helps skin resist 
inflammation, irritation and infection. 

Available as Creme in 4 oz. and 1 oz. tubes WORLD LEADER IN DERMATOLOGICALS 


3% Xylocaine* HCl (brand of lidocaine hydrochloride) in the exclusive ACID MANTLEF vehicle DOME CHEMICALS INC. 
*Reg. T.M. Astra Pharmaceutical Products, Inc. U.S. Pat. No. 2.441,498. tReg. T.M. Dome Chemicals Inc. 


. . . New York Los Angeles 
1. Crawford, O. B.: Anesthesiology 14:278, 1953. 2. Wiedling, S.: Xylocaine, The Pharmacological Basis For its Clinical 5 e 
Use, Stockholm, Almquist and Wiknell, 1959 
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VIM*GLEAR BARREL INTERCHANGEABLE SYRINGES 


1 Complete line in 3 tip types—glass, metal Luer, Luer lock—and all sizes are completely interchangeable. 
(1) Greater durability of moulded (not ground) clear barrel, which reduces friction wear, ensures longer life of 
syringes. Exact control of dosage is assured by greater visibility of markings and medication. OC) Precise 
tolerance of pistons and barrels safeguards against chance contamination. Warning of inadequate syringe cleaning 
may be signaled if piston does not operate smoothly in barrel. 


. SURGICAL PRODUCTS DIVISION 
TE FANART D —— | sicpicni cvANAMID COMPANY, 30 ROCKEFELLER PLAZA, N.Y. SALES OFFICE: DANBURY, CONN. 


Producers of VIM“ Hypodermic Syringes and Needles 





Nave you 
heard, Doctor? 


Chymoral 


cuts healing time in 
Surgical procedures 


The inflammation, swelling and pain that follow 
surgical trauma resolve more quickly when 
Chymoral therapy is employed pre- and post- 
operatively than when healing is allowed to take 
its natural course. Chymoral modifies inflamma- 
tory reaction, dissipates edema and blood extra- 
vasates in the tissues, improves regional circu- 
lation, and thereby assists the reparative func- 
tions of the body. Chymoral also hastens 
resolution of inflammation, hematoma and 
edema in accidental trauma—fractures, sprains, 
contusions and lacerations.'-4 


Controls inflammation, curtails swelling, curbs pain 


1. Teitel, L. H., et a/.: Indust. Med. 29:150, 1960. 2. Billow, B. W., ef a/.: Southwestern 
Med. 41:286, 1960. 3. Beck, C., ef a/.: Clin. Med. 7:519, 1960. 4. Clinical Reports to the 
Medical Department, Armour Pharmaceutical Company, 1960. 


ARMOUR PHARMACEUTICAL COMPANY 


KANKAKEE, ILLINOIS > Armour Means Protection 


© Feb, 1961, A.P. Co. 


CHYMORAL 


Chymoral is an ORAL anti-inflammatory enzyme tablet spe- 
cifically formulated for intestinal absorption. Each tablet pro- 
vides enzymatic activity, equivalent to 50,000 Armour Units, 
supplied by a purified concentrate which has specific trypsin 
and chymotrypsin activity in a ratio of approximately six to 
one. ACTION: Reduces inflammation of all types; reduces and 
prevents edema except that of cardiac or renal origin; hastens 
absorption of blood and lymph extravasates; helps to liquefy 
thick tenacious mucous secretions; improves regional circula- 
tion; promotes healing; reduces pain. INDICATIONS: Chymoral 
is indicated in respiratory conditions such as asthma, bron- 
chitis, rhinitis, sinusitis, in accidental trauma to speed absorp- 
tion of hematoma, bruises, and contusions; in inflammatory 
dermatoses to ameliorate acute inflammation ‘n conjunction 
with standard therapies: in gynecologic conditions such as 
pelvic inflammatory disease and mastitis; in obstetrics as 
episiotomies and breast engorgement; in surgical procedures 
as biopsies, hernia repairs, hemorrhoidectomies, mammec- 
tomies, phlebitis and thrombophlebitis; in genitourinary dis- 
orders as epididymitis, orchitis and prostotilia: Ta dente sad 
oral surgery as fractures of the mandible or maxilila, difficult 
or multiple extractions, and alveolectomies. CONTRAINDICA- 
TIONS: None known. INCOMPATIBILITIES: None known 
Antibiotics as well as generally accepted measures may be 
coadministered. SIDE EFFECTS: Mild gastric upsets, rarely 
encountered. DOSAGE: Recommended initial dose is two 
tablets qi.d.; one tablet q.id. for maintenance. SUPPLIED: 
Bottles of 48 tablets 


ORAL systemic anti- 
inflammatory enzyme tablet 
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the gentlest doctors in town 
stop pain with Nu ercainal 


(dibucaine CIBA) 
... For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 


Complete information ave ble on request - 


C LBA 


SUMMIT, N. J. 
: stop hemorrhoid pain with 


NUPERCAINAL SUPPOSITORIES 
exact dosage ° fast acting 
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CONTACT DERMATITIS is the uniting factor. In 
this condition, Kenalog provides rapid—even dra- 
matic—involution of lesions, prompt relief of itching 
and burning. The Kenalog formulations exert marked 
anti-inflammatory, antipruritic, antiallergic action 
—and they are well-tolerated. The clinical superiority 
of the Kenalog group has been clearly established in 
paired comparison and double-blind studies; Kenalog 
preparations have been used in more than three and a 
half million patients. They are frequently effective and 
well-tolerated where other preparations have failed. 


Kenalog-S—when bacterial infection threatens or 
complicates; Mycolog —for skin conditions caused 


Fab ib tebennelion, or full information, 
see your Squibb 
Product Reference 
or oo Fs ee.) Brief. 


Squibb Triamcinolone Aceton 
in a vanishing cream base. 


What do 
these have 
in common 


or threatened by bacterial and/or fungal infection. 


Supply: Kenalog Cream 0.1% —5 Gm. and 15 Gm. tubes. 
Kenalog Lotion 0.1%--15 cc. plastic squeeze bottles. Kenalog 
Ointment 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Spray 50 
Gm. and 150 Gm. containers of 3.3 mg. and 10 mg. triamcino- 
lone acetonide, respectively. 


Kenalog-S Cream 5 Gm. and 15 Gm. tubes. 


Kenalog-S_ Lotion 7.5 ce. plastic squeeze bottles. Kenalog-S 
Ointment 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. 
(0.1%) triamcinolone acetonide, 2.5 mg. neomycin base (as sul- 
fate) and 0.25 mg. gramicidin. 


Mycolog Cream and Ointment 5 Gm. and 15 Gm. tubes. Each 
gram supplies 1.0 mg. (0.1%) triamcinolone acetonide, 2.5 mg. 
neomycin base (as sulfate), 0.25 mg. gramicidin and 100,000 
units nystatin. 


Kenalog Cream Mycolog Cream 


Ly Triamcinolone Acetonide (Kenalog) 
Neomycin and Gramicidin (Spectrocin) 


ga and Nystatin (Mycostatin) in a vanishing cream base. 
LAA i 
q BB WV Squibb Quality — the Priceless Ingredient 


‘kenacoa’®, ‘myco.oc’®, ‘spectrociny® 
AND ‘mycostarin' ® ARE SQUIBB TRADEMARKS. 


Sea 


Saas 





With PHENAPHEN ‘ROBINS’ for medical relief of pain— 


“THE AMOUNT OF LOST TIME 
... WAS GREATLY REDUCED” 


| 


eS 














® 


— superior analgesic for ambulant patients 
—“satisfactory for everyday industrial use’ 


> 


— reports this industrial physician* 


In his recent on-the-job study of pain relief in 
industrial practice, Murray* observed that: 


1. Phenaphen is more effective than a standard 
aspirin-phenacetin-caffeine formula for relief of 
moderate to severe pain... 


2. Phenaphen is free from side effects despite 
its greater analgesic action... 


3. Phenaphen is safe for machine 
operators since it is free from soporific effects, 
and thus permits returning to work or driving 
home with complete safety .. . 


4. The superiority of Phenaphen is 
shown by the fact that “the amount of lost 
time .. . was greatly reduced,’’* 


Formula: Each capsule contains: 

Acetylsalicylic acid (22 gf.).scssersse-serreee 162 mg. 
Phonacatin (3 GH.) siiceiessissscarconsintckocttue 194 mg. 
Phenobarbital (4 gP.).......ccssseesecsseseseere 16.2 mg. 
Hyoscyamine sulfate (1/2000 gr.)..... .«» 0.031 mg. 


Dosage: One or two capsules as required. In industrial 
practice, Murray noted that “because of the complete 
absence of side effects, it is justifiable to increase the 
medication to two tablets every four hours.’’* 


Supply: Bottles of 100 and 500 capsules, 


*Dr. R. J. Murray, Medical Dept., Sperry Gyroscope Co., 
in an article published in the New York State Journal of 
Medicine, August 15, 1953 (Vol. 53, No. 16). 


For more severe pain, Phenaphen is also 

available with varying dosages of codeine 

added to the basic formula, providing 

greater analgesia, free from the habituation 

hazards of addicting narcoti¢s, as: 

PHENAPHEN WITH CODEINE PHOSPHATE '/4 GR. 
(Phenaphen No. 2) 

PHENAPHEN WITH CODEINE PHOSPHATE '2 GR. 
(Phenaphen No. 3) 

PHENAPHEN WITH CODEINE PHOSPHATE 1 GR. 
(Phenaphen No. 4) 


A.H. ROBINS CoO., INC. * Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 
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STERILE 
DISPOSABLE 


NEEDLES > ‘ 
for the benefits ys 


of disposability... / 





PLUS / “NEW 
yp EASY-ENTRY POINTS 


smooth, drag-free penetration 


SAFER-HANDLING HUBS 


surer finger grasp 


TAMPER-PROOF PACKAGES 


assured one-time use 


FULL-PROTECTION SHEATHS 


in the package—after filling— 
to the moment of injection 


now in sizes to meet most parenteral needs 
manufactured, sterilized and controlled by 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 
In Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


product 
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‘ ” HYDRODIURIL® wiTH MEPROBAMATE 
° «Od HYDROCHLOROTHIAZIDE 


ive the symptoms of premenstrual tension 


for EDEMA...CYCLEX provides the prompt 
diuresis of HYDRODIURIL for rapid reduction of 
weight gain, breast fullness, abdominal congestion 


for MOOD-CHANGES...CYCLEX supplies 
the effective relief of meprobamate for nervous- 
ness, irritability, tension, nausea, malaise, insomnia 





SS Seana for GI DISTRESS... CYCLEX affords quick- 
Ao Se acting relief of nausea and bloating associated 
with premenstrual tension 


UPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 
of HYDRODIU RIL (hydrochlorothiazide)and 200 mg. of meprobamate. 


DOSAGE: Usual adult dosage is one tablet once or twice a 
day, beginning on the first morning of symptoms and contin- 
uing until the onset of menses. CYCLEX may be continued 
through the menstrual period. 


Before prescribing or administering CYCLEX, the physician should consult 
detailed information on use accompanying package or available on request. 


CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc, 


MERCK SHARP & DOHME 
Oo Division of Merck & Co., INC. 


West Point, Pa. 



































1. keep feet clean 2. avoid irritating 3. HYDROTOX 


non-breathing ¢ absorbent + antiperspirant 
synthetic foot ¢ bacteriostatic * fungistatic 
coverings * keratolytic 


= Wa Lote} fet-| mci ae mj (-) ome 


and dry 


for prevention and control of fungal and ringworm infections of the feet 


rotox 


DRY SPRAY POWDER 


. is a balanced formula of widely useful compo- 
nents for the treatment and prophylaxis of common 
superficial fungal infections. A highly useful adjunct 
in maintaining conditions unfavorable to continued 
proliferation of fungi, HYDROTOX is soothing, 
non-irritafing, non-sensitizing, and non-abrasive. pny 
Administration: Control and treatment of fungal soe ITMLeTE's FOO 
infections require two entirely different products and 4 “ a 
formulae which are available to your patients with "Formulae and Suppl) 

HYDROTOX. Hydrotox Ointment is supplied in a Hydrotox Dry Spray Powder is 


114 oz. heat-sealed tube containing supplied in a 3 oz. plastic bottle con- 

‘ P a , the following active ingredients: Hex- taining the following active ingredi- 

Hydrotox Dry Spray Powder is applied liberally in the achlorophene 0.3%, Precipitated ents: Salicylic Acid 2.0%, Zinc 

. ° . Sulfur 3.0%, Salicylic Acid 3.09%, Stearate 3.0%, Boric Acid 6.0%, 
morning to infected and adjacent areas, and to socks —_Undecyienic Acid 2.5%. Alum, exsiccated 1.0%. 


and shoes as a precaution against re-contamination. 





Hydrotox Ointment is applied at bedtime to infected ZoTox PHARMACAL COMPANY, INC. 
and adjacent areas 142 Hamilton Avenue, Stamford, Connecticut 


Please send FREE brochure on fungus infections. 
Approved by leading dermatologists. 


For control of athlete’s foot in industrial hiiaie 
installations, send for free informative literature pre ene 














INCHES 


iZE USE p 


STERILE 
Pens to 3x9 


6x36 INCHES 


Fine Mesh Absorbent Gauze (44/36) 
ESERROUGH-POND’S INC. 


rnsoe VASELINE =+*« » 
PETROLATUM GAUZE U.S. P. 


impregnated with White Petrolatum 


STERILE 


UNOPENED EN 


VASELINE --- 
TROLATUM GAUZE U.S. P 


TERILE 1x36 INCHES 


h White Pe PS ects 
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NOPEMED EWVELOPE MAY BF AUTOCLAVED OF (LD soaniD 


SIX SIZES, 


a thousand and one uses 


The wide range of sizes of ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. gives it a thousand 


and one uses in the hospital and the office treatment room. As a pressure dressing in sur- 
an emollient dressing on dry and nonacute skin 


gery ...an occlusive dressing in burns... 
here is a dressing that is conven- 


lesions .. . a packing in nose, eye, and ear procedures .. . 
ient to use and of guaranteed, sealed-in sterility. 


eereeee COHORT OEE EEE 
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stumps, urological and proctological 
work, and many other surgical 
procedures p.r.n. 


3” x 36” Strip 


1%,” x 72” Selvage-edged Packing -‘ area burns, pilonidal cysts, small 
g : I y 
(in disposable plastic tube) : packings. 
Packing for nose, ear canal, or eye : 3” x 9” Strip, and 3” x 3” Pad 
socket; submucous resection, rhino- ° Cin teestanshed Belk cea 
plasty, ocular evisceration or other om Heet-oensen Fell eaverepe) (in I led foil lope) 
te} aoa ° skin gr : ‘ in heat-sealed foil envelo 
surgical intervention, nasal hemor- Skin grafts, colostomies, small-area : averepe ded f 
rhage + wounds — traumatic or surgical. When a larger dressing is needed for 
, = epee the indications above. 
. 3” x 18” Strip 
” ” . . ° ° . 
1” x 36” Strip : (in heat-sealed foil envelope) 6” x 36” Strip 
(in heat-sealed foil envelope) ; Burns, dermabrasion, traumatic (in heat-sealed foil envelope) 
Circumcisions, finger dressings, hand : wounds, eschar removal, abrasions, ° Extensive burns, pemphigus, cancer 
surgery, podiatric applications, small- : — fractures, amputation : resections, large-area wounds. 
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rapid relief of itching, associated symptoms 
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minic effectiveness with minimal dosage for 
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inflammation quickly cease, exudation mark- 
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patients look better, feel better because the 
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effective analgesic for patients after anorectal 
surgery when compared with the conventional 
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Zimmerman, K., et al.: The 
Use of Darvon Compound after 


Anorectal Surgery, Am. J. 
Surg., 99:316, 1960. 


DARVON* COMPOUND and 
DARVON COMPOUND-65 


Both products combine the analgesic advantages of 
Darvon® with the antipyretic and anti-inflammatory 
benefits of A.S.A.® Compound. Darvon Compound- 
65 contains twice as much Darvon as regular Darvon 
Compound without increase in the salicylate content 


or the size of the Pulvule®. 


Formulas: 

Darvon Compound Darvon Compound-65 
pemy. :...: . Dawon........ >; .60m 
162 mg. . . . . Acetophenetidin. . . . 162 mg. 
ae) oe... « « PRR Sls) sas 2 Be 

Benaog. . . . . Cgieme.. . ~ « oe eae, 


Usual Dosage: 


Darvon Compound: 1 or 2 Pulvules three or four times daily. 


Darvon Compound-65: 1 Pulvule three or four times daily. 


e and acetylsalicylic acid compound, Lil'y) 
e, L 


acetophenetidin, and caffeine, Lilly) 


120260 








CARDIACS AT WORK 


A Conference on the Heart in Industry 


McGregor Memorial Center, Wayne State University, Detroit, Michigan 


r+ he medical profession, of course, must wage 
| the primary technical battle in the front 
lines. During recent years, medical science 
has made spectacular advances against heart 
disease. These advances have made it feasible to 
re-employ people whose heart disabilities would 
once have foreclosed their careers and denied 
them a realization of productive life. 

To capitalize on these medical achievements, 
business and labor share an equal responsibility 
for vigorously promoting health education and, 
more fundamentally, facilitating the return to 
useful employment of those already stricken. At 
one time, a cardiac diagnosis was interpreted 
virtually as a “death sentence” both by the vic- 
tim and the employer. But we now are entering 
a period of enlightenment, thanks to meetings 
such as this in which improved therapy is recog- 
nized as giving the great majority of heart pa- 
tients a chance to live out their normal life span. 

Labor and management must work in partner- 
ship to insure that heart patients are salvaged 
for constructive work whenever possible. We 
should do everything in our mutual power to re- 
assign employees with this affliction to jobs 
which do not endanger their health, which sat- 
isfy both their personal needs and those of the 
business. 

In some cases, of course, such _ person- 
nel reassignments will clash with long-standing 
labor practices such as seniority. My plea is 
that we refuse to let our thinking become rigid 
or static in these areas and that we collaborate 
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Conference Sponsored by 


THE MICHIGAN HEART ASSOCIATION 


with the cooperation of 
Detroit Industrial Nurses' Association 
Greater Detroit Board of Commerce 
Michigan Industrial Medicine Association 


Michigan Manufacturers Association 


Personnel Division of 
American Motors Corporation 
Chrysler Corporation 
Ford Motor Company 


General Motors Corporation 


to find ways of reclaiming these priceless human 
resources. 

One highly effective action against heart dis- 
ease in business is the so-called “well man” ex- 
amination; a form of preventive maintenance 
which, if you please, has gained wide adherence. 
Other programs of this nature must be con- 
ceived and put into play, both by management 
and labor to re-enforce the efforts of the medical 
profession. 

—RAY R. EPPERT 
President 
The Burroughs Corporation 
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Keynote Address 


@ OGLESBY PAUL, M.D 
Chicago, Illinois 
President-Elect 


American Heart Association 


Rehabilitation of the Cardiac Patient 


Q"on i from the report of the Commission 


on Medical Care Plans which was published 
by the American Medical Association in Janu- 
ary of 1959: “Rehabilitation implies the effec- 
tive use of all disciplines and skills dedicated to 
the conquest of disability.” Aside from great 
benefit to the disabled, their families and to 
society, current experience has amply demon- 
strated that the provision of rehabilitation serv- 
ices results in substantial savings in both medi- 
cal and indemnity costs, just as the development 
of medical care provisions has resulted in sav- 
ings in indemnity payments. 

The recent laudable publicity given to the 
concept of rehabilitation has blinded us to the 
fact that intelligent physicians, lay men and 
lay women have known about the practice and 
advocated rehabilitation of the disabled for a 
long, long time. Let me read you a few excerpts 
from a paper entitled “The Problems of the 
Chronic Cardiac Cripple — A General Survey.” 
Referring to the role of Heart Associations, the 
author writes, “They desire to educate doctors, 
patients and the public to a knowledge (1) that 
in some measure, heart disease may be pre- 
vented; (2) that to a large degree, an early 
cardiac breakdown may be forestalled; (3) that 
a single breakdown does not necessarily spell 
disaster, future invalidism or early death; (4) 
that knowledge of the nature of the illness with 
readjustment of living and working conditions 
may often transform the cardiac cripple from a 


tremulous, dependent invalid into a wage earn- 
ing, self-respecting citizen.” 

Also, from the same article, ““The public must 
be made to see that the heart problem is not 
simply one of how best to care for a hopeless 
invalid, not simply one of charity and kind- 
heartedness, must be made to see as well the 
sociologic and utilitarian aspects, and also all 
this implies — education and what is commonly 
called propaganda.” 

These few sentences are selected as good evi- 
dences of the keen mind and clear vision of Dr. 
James B. Herrick, who wrote them in 1925 in 
the New York State Journal of Medicine. 


Participants in Rehabilitation 


Let us look for a few moments at those indi- 
viduals or groups in our society who, by their 
conscious effort, or by instinct, become active 
participants in this process of rehabilitation. 
Surely the first of these is a patient himself or 
herself. We talk about patient cooperation and 
working singularly, in groups or teams with 
the patient. It is often the patient who does the 
job alone, or almost alone, who prods the physi- 
cian into action, who ferrets out community 
services, and who ends up living a useful exist- 
ence by sheer persistence and determination. 

I think of a 44 year old housewife whose life 
has been filled with tragedy. A rheumatic with 
atrial fibrillations, she suffered a cerebral em- 
bolism four days after her marriage and so 
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horrified her husband that he disappeared that 
very night and was never heard from again. 
Two years later she remarried, later became 
pregnant and almost succumbed to pulmonary 
edema. Despite a hemiparesis, despite chronic 
congestive heart failure which would not permit 
her even to lie down at night so that she had to 
sit up in a chair all night, night after night, and 
with very little assistance from her physician, 
she learned to live with her disease and care for 
her husband and her daughter. She was an effec- 
tive housewife and mother. We saw her seven 
years ago when her daughter had reached the age 
of three, and found her heart to be enormous, one 
of the largest I have ever seen, extending from 
axilla to axilla, with severe involvement of the 
mitral, tricuspid and aortic valves. 

A mitral commissurotomy was done rather 
reluctantly but fortunately with real benefit and 
she is still going along, a useful member of the 
community, assisted now by clinic services and 
the Visiting Nurse Association. Her recovery, 
such as it was, from a series of mishaps, was 
largely her own doing, and we should pay tribute 
to the comparable courage and will to live which 
drives so many others away from invalidism and 
back into useful living. 

Aside from the patient, the family physician 
is, in most instances, the key person in determin- 
ing the start, continuation, and degree of re- 
habilitation. We must not lose sight of this fact, 
for despite the value to society of multidiscipline 
and team approaches, the fact remains that 
many, and indeed most health problems, charac- 
terized by threatened or actual physical dis- 
ability, will be handled only on the basis of a 
single doctor-patient relationship. I am of the 
view that, on the whole, this relationship is a 
satisfactory one and a vast amount of purpose- 
ful and well-directed rehabilitation is accom- 
plished by the family physician. 

One such example is that of a patient, now 63 
years of age who first saw her physician 10 
years ago because of congestive heart failure, 
secondary to rheumatic heart disease. She was 
employed as a buyer by a large department store 
but had become so disabled that she had to give 
up work. With encouragement, guidance and help 
in her way of life from her doctor, with skillful 
use of low sodium diets, diuretics, digitalis and 
rest, she recovered sufficient compensation to 
return to work and carried on for nine more 
years. Six months ago, her husband, who had 
always been thought to be the healthy partner, 
dropped dead from a myocardial infarction. She 
now lives in tolerable health in retirement. 

The medica] specialist enters into the area of 
rehabilitation often in a critical fashion, particu- 
larly in regard to accurate diagnosis. I find that 
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the public has a great deal of misunderstanding 
regarding the role of the specialist as a consult- 
ant in the case of a difficult, unclear, uncommon 
or complicated medical problem. The patient or 
his family have every right to request consulta- 
tion under such circumstances and it is usually 
to the advantage of everyone, including the fam- 
ily physician, to do so. Yet because of fear of 
“medical ethics” such services are not obtained. 
The early rehabilitation of many such cardio- 
vascular cases can be furthered by the thinking 
and experience of not one but two medical minds. 

I recall a case of a 19 year old girl who, be- 
cause of a diagnosis of rheumatic heart disease, 
had gone through school without participation 
in any sports, without even being allowed to ride 
a bicycle or dance. Set apart from her class- 
mates and limited in her social contacts, she 
arranged with her physician for consultation 
with a specialist so as to determine whether she 
might enter college and if so, could she hope to 
benefit from such an experience. 

The specialist determined that she had only 
an innocent heart murmur, that no organic 
heart disease was or ever had been present, and 
by tact and guidance saw to it that the young 
lady resumed a full and normal life and entered 
college on a par with her classmates. A brief in- 
vestment in time and a limited investment in 
dollars brought a great and permanent return. 

The company physician has a key role in the 
process in rehabilitation, a role in which he is 
not always free to act as he alone may see fit, 
because of necessity and indeed, desirability of 
working with personnel departments, top man- 
agement, and union representatives. 

The Commonwealth Edison Company in Chi- 
cago has an admirable scheme to help the sick 
worker back on the job. It. sets up a conference 
group to discuss each individual major medical 
problem. This group consists of a company doc- 
tor, a personnel department representative, and 
the man’s own foreman. With the leadership 
and professional knowledge of the company 
physician, and with the facilities of his depart- 
ment, this company can usually arrange to plan 
to work with the worker’s own physician and 
carry on a sound program of rehabilitation on 
the job with employment suitable to the indi- 
vidual’s mental and physical capacities. 

Where the plant is a small one and no well- 
organized medical department exists, the in- 
dustrial physician must often rely on consulta- 
tion and guidance from others and the use of 
community facilities to achieve the same pur- 
pose. 

Community facilities of many types designed 
to further the philosophy and practice of re- 
habilitation are indeed one of the notable assets 





of our civilization. Hospital clinics, rehabilita- 
tion centers, including institutes and depart- 
ments, work evaluation and vocational guidance 
units, visiting nurses’ association, the Office of 
the Division of Vocational Rehabilitation, the 
Division of Services for Crippled Children and 
many other federal, state, county, municipal, and 
voluntary groups should be mentioned. 

It is here that the Heart Association can play 
a particular and critical role. It is in a unique 
position to estimate the total picture, determine 
where weaknesses and gaps exist, work to fill 
such gaps by demonstration or persuasion of 
others and serve to coordinate the total program 
for the benefit of the patient of cardiovascular 
disease. I believe that the voluntary health asso- 
ciation does not always appreciate its potential 
in this regard. In it, if used with discretion and 
diplomacy, yet with firmness, lies the capacity 
for community leadership, a leadership which 
the public supports and expects and which the 
public can admire and applaud. 

We may ask, if all these fine people and facil- 
ities exist, why is there any problem? Let us 
take a quick look at the other side of the coin. 


Factors Which Discourage Rehabilitation 


First, we must acknowledge that not all cases 
of cardiovascular disease can be rehabilitated 
to the point of achieving economic self-suffici- 
ency. The extent of organic disease in some pa- 
tients is such as to preclude participation in 
useful work and even to make mere existence 
tenuous and uncertain. And I think of the pa- 
tient whom I saw recently, age 63, who has 
coronary heart disease and in whom angina, in- 
cluding angina decubitis, is such a problem that 
gainful employment is just out of the question 
for him at this time. The problems of transporta- 
tion alone are such to have made retirement in- 
evitable. 

Second, we must admit that as a result of 
organic disease, and its effects, some patients 
become so disturbed and permanently disabled 
by fear, apprehension, and insecurity that gain- 
ful employment cannot be achieved. I think here 
of a patient, a former streetcar conductor, who 
in 1950 had a posterior wall myocardial infarct 
from which he made a good physica! recovery. 
Despite urging by his physician, despite being 
offered suitable employment by his company, 
despite many factors which would ordinarily be 
considered favorable and despite the efforts of 
many, this individual has remained a permanent 
cripple, fearful of his disease and unable to re- 
turn to work. 

Third, we must concede that not all com- 
panies can fit in a worker with a cardiovascular 
disability. Due to size or type of manufacturing 
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or other activity, the firm may find itself with- 
out any suitable job for a man who has had 
evidences of significant and limiting heart or 
vascular disease. I have a patient now, age 59, 
who has been working for an insurance company 
for some 30 years. His work has involved col- 
lecting premiums which means going out in 
the community in a certain local area and visit- 
ing various of the policyholders to collect these 
premiums. This involves walking up a _ good 
many flights of stairs and covering a consider- 
able distance. Unfortunately, last December, he 
suffered a myocardial infarct, complicated by 
congestive failure, and was very ill. He has now 
improved to the point where he can walk two 
to three blocks without having angina, should 
technically be able to hold down a job in an 
office where he could do clerical or telephone 
work but is not, at this time, up to going out, 
particularly in a Chicago winter, and carrying 
on his former duties. 

I have attempted to get him employment in 
this company, which is one of the largest in the 
country, and which is very actively interested 
in rehabilitation. I have been informed by them 
that there is no office work available for this 
man, that if he cannot go out at his old job, 
there is nothing available and that they would 
prefer that he remain on a disability payment 
plan indefinitely rather than being returned to 
work. It is difficult for a person like this who is 
59 and who has known organic heart disease to 
get employment in another firm. 

Fourth, we must recognize that at times, re- 
strictive policies of labor unions conspire to 
penalize the man with heart disease and make 
it impossible for him to return to work. This 
chiefly involves considerations of seniority and 
freedom of transfer within a company. I think 
of a man who was working for one of our rail- 
roads who was in charge of the work gang that, 
particularly in winter, had the job of clearing 
the switches, keeping ice off of the switches and 
shoveling local areas in the track. His work re- 
quired, therefore, an unusual exposure to cold, 
wind, wet weather, snow, and ice. The tempera- 
tures at times were as low as 20 to 25 degrees 
below zero. 

During an episode of a very severe pneu- 
monitis, he had a rather uncommon complication. 
He apparently had a myocarditis associated with 
transient congestive failure from which he made 
a satisfactory recovery. It was suggested that 
he return to work on the railroad, but work that 
involved the exposure to the elements and the 
rather heavy physical work which at times was 
required was unsuitable for him. The union re- 
fused to allow him to return to any work except 
that which he had been accustomed to doing. 
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Because of the freezing of this position, the man 
was unable to return to any employment and 
consequently has been pensioned off. 

Fifth, we must acknowledge that at times, 
poor handling of the case by a physician can so 
set a pattern of invalidism that subsequent ef- 
forts of rehabilitation are totally fruitless. 

Two weeks ago, I saw a man, now age 59, 
who 20 years ago was told he had a heart attack. 
Since that time, he has been on the shelf. He 
has done no work, he has been subsisting due to 
the efforts and the funds of relatives and, at 
present, he is being supported by a son-in-law. 
A pretty careful study of this individual gave 
no evidence of significant heart disease. An elec- 
trocardiogram showed a right bundle branch 
block, he had normal heart size; his story did 
not indicate the presence of angina, there was 
no arhythmia and there was no evidence of con- 
gestive heart failure. After pretty careful scru- 
tiny, it was recommended that he could return 
to an essentially normal life. He said, ‘““You mean 
that I can dry dishes?” and when he was told 
that he could not only dry dishes but he could 
wash them and do certain other things, he was 
quite amazed. I doubt if we will ever get this 
man, after 20 years of subsistence on other 
people, to do very much. This is probably too 
much to expect. 

Sixth, we must accept the fact that at times 
the law of compensation is greater than the de- 
sire or will to work. This is something that will 
doubtless be discussed later. 

Seven, we must regretfully acknowledge that 


the courts have often by their precedent set up 
major road blocks to the hiring of the men and 
women with heart disease. I recognize that this 
is a complex and difficult problem. I recognize 
that this requires a distinction by the courts be- 
tween the qualified medical witness and the un- 
qualified medical witness. I think that the courts 
often are not sufficiently cognizant of the wide- 
spread implication and application of their deci- 
sion to human problems. 

Finally, we must recognize that behind the 
reluctance of some employers to hire cardiac 
cases is not an insurance problem or job avail- 
ability but a lack of understanding of heart dis- 
ease, rehabilitation, the economic aspects of dis- 
ease and, often, an emotional barrier based on 
childhood or other images of the person who is 
“not quite right.” 


Summary 


I have tried very briefly here to review some 
of the facilities, some of the activities in our 
community which favor the resolution of prob- 
lems in rehabilitation. I have very briefly re- 
viewed certain of the less favorable aspects of 
community life which make the handling of re- 
habilitation problems difficult. When one adds 
all this together, I think it is apparent that 
despite the road blocks we actually are doing 
steadily better, that there is increasing under- 
standing and comprehension of the need for re- 
habilitation; and I think that the subsequent 
presentations will make it clear that real advance 
and progress have been made. 


The Costly Time Lag 


The Costly Time Lag, a publication containing 
facts about the unnecessary loss of life, health, and 
money that results from failure to use new research 
findings, was released today by the Public Health 
Service. From estimates based on the National 
Health Survey and other data collected by the Serv- 
ice, the publication states that: 

40,000 cancer deaths which could have been pre- 
vented occur every year; 

40 million children are growing up without the 
protection from tooth decay afforded by fluoridated 
water; 

20,000 persons die each year from preventable 
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attacks of rheumatic fever and rheumatic heart 
disease; 

60,000 new cases of tuberculosis occur every year 
although preventive methods are well known; 

17 million persons have some type of chronic dis- 
ability and a high proportion fail to receive care 
that could reduce handicapping effects. 

The publication is designed to encourage wider 
use of the health-saving knowledge that has re- 
sulted from the findings of medical research during 
the past two decades. Single copies of PHS Publica- 
tion Number 813 are available free from the Public 
Health Service, Washington 25, D. C. 





TYPES 


OF 
HEART PROBLEMS 


t is a pleasure to be asked to talk about the 
4 types of heart disease before this group. I 
suppose what we are really talking about are 
the etiological forms of cardiac disease that the 
physicians have to contend with and, I am sure, 
that those in industry have to take care of. The 
pattern is changing somewhat in relationship 
to these etiological forms. A few years ago we 
would not have been considering the problem 
of congenital heart disease in industry or in em- 
ployable age groups. But the surgical advances 
in this field make this a particular etiological 
form that people in the employment area are 
going to have to contend with in the future. For- 
merly the congenital group of cardiac problems 
were nearly all dead before school age or before 
college age. Few got into the adult area and be- 
came gainfully employed. 

At the present time, I think that there is 
practically no congenital cardiac lesion that can- 
not have some type of surgical approach. The 
atrial septal defect, a ventricular septal defect, 
can be completely corrected. The individual may 
have no detectable evidence of heart disease, 
then, by stethoscope five years later. There are 
some of the congenital lesions such as patent 
ductus, coarctation of the aorta, the valvular 
congenital lesions, and some of the more compli- 
cated abnormalities that cannot be corrected 
completely but they can be much improved. 

We are in the stage where we do not know 
how many of these people are going to survive 
into adult life and become employed. If we 
took a boy, of say 15, who had an atrial septal 
defect, and closed his defect, I suspect his medi- 
cal speculation would be this: he would have a 
normal life expectancy — at least that is the 
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reason that we think we do the surgery — but 
he would have very definite abnormalities in all 
probability. He would maintain an abnormal 
electrocardiogram and he would probably have 
an abnormal chest x-ray as relates to size of 
various chambers. He might not be able to get 
into the American Army, and he might not be 
able to get a job. Although from the practical 
point of view his heart is normal functionally, 
he is going to have a scar on his chest and, that 
will keep some companies in some areas away 
from him. I think our attitude is going to change 
then in this regard. In other words, there are 
going to be lesions in the congenital group and 
there are going to be objective findings that, 
while not always factual, indicate insurance risks 
to insurance companies. It is going to take years 
to acquire total information. 

The problem of rheumatic heart disease is one 
of the common ones in the younger age group 
of individuals in the employment age range. You 
are aware that this is probably going to change. 
With antibiotic therapy and a better understand- 
ing of the cause, the problem of rheumatic heart 
disease in the next several years is going to be 
a decreasing one. I think that there is good evi- 
dence that some of the therapy available now, 
even in attacks of rheumatic fever when a pa- 
tient has an acute episode with myocarditis and 
changes in the valve, that hormonal therapy may 
definitely prevent or modify the degree of valvu- 
lar damage. Now, rheumatic heart disease, the 
way I think of it, is not a disease of muscle be- 
cause one recovers most of the time from the 
myocarditis. The problem, of course, is that 
there is a mechanical] defect in the cardiac valves. 
This may be, at first, a very inapparent affair 
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with a slight murmur, no other findings, no 
symptoms of heart disease but it may end up 20 
years later with a severe defect. Dr. Paul has 
already indicated some of the types of problems 
that a rheumatic heart disease patient can have. 

Surgery has changed this aspect. The mitral 
stenosis, aortic stenosis problem who is in a 
condition of severe failure or completely limited 
in his physical activities can be modified com- 
pletely by a surgical approach and I might give 
a couple of examples of this. One patient, in bed 
for almost two years with mitral stenosis, had 
all the medical therapy that one could devise 
and he was not doing any better. He had a mitral 
commissurotomy performed, and two weeks later 
he rode a bicycle 17 miles. I am sure that he still 
had the murmur of heart disease; he still had 
the x-ray evidences but he was, from a func- 
tional point of view, completely rehabilitated. 
Whether this is permanent or not, I don’t know, 
but this man had a great deal of difficulty getting 
a job in this area. As a result of our work with 
various agencies, he is employed. Another gentle- 
man, who had a traumatic amputation of his 
leg in childhood, came into a hospital emergency 
room with an embolus to the bifurcation of the 
aorta and lost his other leg with an amputation 
above the knee. He had mitral stenosis and a 
fibrillating auricle. The clot had come from the 
heart. He had a mitral commissurotomy per- 
formed which relieved his pulmonary congestive 
symptoms, and this man, with a great deal of 
courage, was walking on artificial legs in three 
months. He is now employed in a very important 
purchasing position in this city. 

Hypertensive heart disease is a common vari- 
ety that I am sure everyone encounters. It some- 
times seems very unfortunate that the blood 
pressure cuff was invented, because doctors are 
prone to tell patients that they have hyperten- 
sion thereby introducing into the patient’s con- 
sciousness the possibility that he has got some- 
thing very bad wrong with him. Many times a 
hypertensive is at a very low level for many 
years without any significant symptoms relating 
to it. Although we are really no closer than we 
were 10 years ago to the fundamental etiology 
of hypertension, the problem of hypertension is 
being modified greatly by various drug-therapy 
combinations and it is not as severe a problem 
as it was before, from a medical point of view. 
The point is that a patient with hypertension, 
as far as the cardiac function itself is concerned, 
performs many years very very well until the 
left ventricle gets so large, or various other 
factors enter in, or until he gets the symptoms 
of congestive failure. Even then, there is usually 
a long period in this particular phase before the 
patient becomes disabled. 
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The most common and certainly the most 
tragic, in a way, is the problem of atherosclero- 
sis, regardless of where it manifests itself. Aside 
from being the most common cardiovascular 
problem in the age group over 40, it is probably 
the biggest killer in the cardiac disease area, 
accounting for about 75% of all cardiac deaths 
if we consider the cerebral vascular accidents, 
the various occlusive diseases in the legs, and 
occlusive disease in the coronary arteries. Peo- 
ple with coronary artery disease are usually dis- 
covered with a manifestation of angina. Many 
patients have episodes of angina and recover 
from them because the vessel is only partially 
occluded. It finally occludes and produces a small 
infarct that is not big enough for an electro- 
cardiogram to show, then is free of angina for 
many years and the patient lives out a normal 
life expectancy. The evidence here is that with 
anticoagulant therapy, with possibly some clear- 
ing of serum, one may maintain and modify the 
fundamental picture in this regard. Consequent- 
ly, there is hope in regard to the modification 
of blood flow and oxygen supply to the heart. 
The symptom of angina can be handled in many 
cases by medical means and there are various 
tricks to it. For instance the patient who cannot 
work because he cannot get to a bus in the morn- 
ing can be managed sometimes by a small modi- 
fication of his activities. He might have break- 
fast after he gets to work rather than before. 
There are various minor tricks that help to keep 
a person rolling. 

When we get to the end of the road in medical 
therapy and maybe we should not think of it 
that way, I think that there is some promise 
that surgery can do something to revascularize 
the heart. This is controversial, this is experi- 
mental; we use it, we recommend it, and we have 
an occasional gratifying result. The only trouble 
with this symptom of angina is that sometimes 
we have an equally gratifying result when we 
do nothing but sort of touch the skin with the 
knife so that it is not clear, in a scientific way, 
whether or not the surgery does much in this 
regard. 

The next etiological form is pulmonary disease 
and cor pulmonale. That usually occurs in the 
quite elderly group relating to emphysema. It 
occurs in people with bronchial asthma, of 
course, and in various forms of primary vascu- 
lar disease in the lungs. I think that it manifests 
itself in the same manner as most other cardiac 
problems. 

I do not think that the nutritional heart 
disease or the viral types of heart disease are 
very important etiological factors. We occasion- 
ally see a thiamine deficiency that leads to heart 
disease but this is so rare that it has no practi- 
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cal importance across the board of medicine. The 
viral types are usually EKG manifestations 

if you do serial electrocardiograms in upper 
respiratory infections, you can show in about 
50% minor changes in the T wave of the elec- 
trocardiogram. We call these nonspecific electro- 
cardiographic changes of myocarditis. There are 
patients who have been made permanent cripples 
or practically so by such manifestations on the 
electrocardiogram. I think that the viscus etiol- 
ogy of various virus infections has importance 
in its practical point, not importance in its pro- 
duction of significant organic diseases of the 
heart. But important is the fact that a physician 
may overinterpret and establish in a patient the 
feeling that there is something wrong with his 
heart. 

The symptoms of all these cardiac problems 
end up in about the same manner. Regardless of 
the etiology of heart disease, the ensuing prob- 
lem is fundamentally the inability of the heart 
to deliver a sufficient amount of blood to various 
tissues in the body. In general, one experiences 
weakness and shortness of breath because of 
congestion. In backing up blood in the lung, the 
heart is not able to move on. The patient is un- 


able to sleep flat, eventually retains water and 
sodium and so forth, and that leads to swelling 
in various organs and parts. It is interesting 
that those of us teaching a cardiac disease al- 
ways come to this monotonous point that regard- 
less of the etiology, the symptomatology is prac- 
tically the same. We can do a great deal for 
this, of course. The patient in heart failure, re- 
gardless of the cause, can be functionally re- 
stored to normal as far as his cardiac muscle is 
concerned, by the movement of blood with digi- 
talis, by restriction of sodium to decrease his 
blood volume and so on. With regard to restric- 
tion of activities, rest is important; but this 
point is majorly overemphasized. I have never 
been convinced that a patient with a rheumatic 
valvular abnormality, particularly with a me- 
chanical obstruction, would live much longer if 
kept in bed than he would if he were allowed 
to be fairly active. I, from a philosophical point 
of view, do not restrict cardiac patients to any 
degree, because the symptoms of cardiac prob- 
lems automatically restrict the patient who 
usually knows much better than the physician 
what he can do. As I see it, we should urge the 
patient to do more than he thinks he can do. 


Take One Hog’s Tooth 


Although the science of dietetics is a recent addi 
tion to modern hospital care, notes and observations 
on foods for the sick go back more than 3,000 years. 
Dietitians at The University of Michigan Medical 
Center say the first recorded diets for health pur- 
poses appear in the Ebers Papyrus, a_ medical 
treatise written in Egypt in the XVIII Dynasty 
during the reign of Amenhotep I. The Ebers Papy 
rus was created about 1,550 B.C. but it contains 
material copied from works many centuries older. 

Among the mouth-watering recipes is this ancient 
concoction “to drive away indigestion”: 

Fill a Casserole half with water, half with 
onions and let stand for four days. Beat to a 
froth one-fourth of the third part of the con 
tents of this vessel, and drink it for four days. 
Another prescription-diet gives free rein to culi 

nary artistry: 


Combine figs, gengent-beans, sebesten and 
grapes; add caraway and resin-of-Acanthus; 
season with peppermint and ink; cover with 
sweet beer and take for four days. 

The idea of putting “ink” in food seems to have 
dubious clinical value, but the Egyptians obviously 
had a lively imagination. Consider this alternate 
“cure” for indigestion, also taken from the papyrus: 

Grind a hog’s tooth to powder, put inside four 
sugar cakes and eat for four days. 

Presumably, say the U-M food specialists, if the 
sufferer could stomach that combination, he would 
henceforth be able to eat like a pig. 

Despite the primitive form of most Egyptian medi- 
cine, some of their discoveries are still in use to- 
day. They were the first to employ the “oil of the 
castor bean” for a purgative and they invented 
the use of raw meat for treating a black eye. 
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CLASSIFICATION OF CARDIACS 


@ DAVID GAGE, M.D. 
Medical Consultant 
Old Age Security Insurance 
Lansing, Michigan 


I' seems almost unnecessary to say that the 
need for rehabilitation is considered to exist 
in all etiological groups, in all economic groups, 
and in mild, moderate and severe degrees of 
cardiac impairment. In general, too, it is appar- 
ent that since severe cases are unable to engage 
in or to return to their old jobs or substantial 
gainful activity, and since the very mild cases 
will probably return to their previous activities, 
then the bulk of need will lie with the patient 
having a relatively mild to moderate cardiac 
disability. And it is this group, numerically the 
greatest, among whom a successful result may 
be expected. 

Discussion of the heart function has two 
phases. The problem here is one of classifying 
the degrees of impairment which result in a 
given cardiac patient. Putting it another way, 
what capacity remains for performing specific 
activities and how can one put a quantitative 
value on this remnant of residual of cardiac 
function? The second phase of the problem, as 
I see it, is to relate the patient’s residual to his 
job requirements. 


FUNCTIONAL CAPACITY 


CLASS I: Patients with cardiac disease but without resulting limitations 
of physical activity. Ordinary physical activity does not cause undue 
fatigue, palpitation, dyspnea or anginal pain. 

| CLASS Il: Patients with cardiac disease resulting in slight limitations of 
physical activity. They are comfortable at rest. Ordinary physical 
activity results in fatigue, palpitation, dyspnea or anginal pain. 

| CLASS I: Patients with cardiac disease resulting in marked limitation 
of physical activity. They are comfortable at rest. Less than ordinary 
activity causes fatigue, palpitation, dyspnea or anginal pain 

CLASS IV: Patients with cardiac disease resulting in inability to carry 
on any physical activity without discomfort. Symptoms of cardiac in- 
sufficiency or of the anginal syndrome are present even at rest. If 
any physical activity is undertaken discomfort is increased 

Figure | 
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Referring to Figure 1 which shows the four 
categories of functional ability, this classifica- 
tion is an estimate of the patient’s ability to 
perform physical activity since no clinical tests 
exist at this time which accurately measure the 
functional capacity of the heart. This estimate, 
then, is based on inference of the patient’s his- 
tory. Consequently, a large subjective coloration 
is present which adds to distinct variable be- 
‘ause of the patient’s psychological response to 
his work needs and desires, his social pressures, 
his threshold of pain, and more particularly, 
his special pride. Functional capacity is limited 
to symptoms, all of which help in the judgment 
of residual function. 

While Figure 1 indicates what a cardiac can 
do, Figure 2 indicates what he is usually ad- 
vised to do. In order to determine the category 
of activity which best fits a particular type of 
functional capacity, additional aids are avail- 
able. 

Beginning with Figure 4, a series of tables 
are presented which list the findings of various 
energy-cost studies which are concerned not only 


THERAPEUTIC CLASSIFICATION 


CLASS A: Patients with a cardiac disease whose ordinary physical activity 
need not be restricted. 

CLASS B: Patients with cardiac disease whose ordinary physical activity 
need not be restricted, but who should be advised against severe or 
competitive physical efforts. 


CLASS C: Patients with cardiac disease whose ordinary physical activity 
should be moderately restricted, and whose more strenuous efforts 
should be discontinued. 

CLASS D: Patients with cardiac disease whose ordinary physica. activity 
should be markedly restricted 

CLASS E: Patients with cardiac disease who should be at complete rest, 
confined to bed or chair 


Figure 2 
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| COST OF SELF-CARE ACTIVITIES IN CALORIES PER MINUTE 
| 


CURRENT SUGGESTED | ACTIVITY CAL./MIN. 


RATING RATING | Rest-supine 1.0 
Up to 5Cal./min.| | sitting 1.2 
| 14 
1.4 
1.4 
47 
2.3 
2.5 


A. No restrictions on activity 


B. Ordinary activity only Up to 2.5 Cal./min. Standing, relaxed 


| C. Moderate restrictions of ordinary activity Up to 2 Cal./min. | Eating 
D. Marked restriction of ordinary activity Up to 1.5 Cal./mi | Conversation 

Figure 3 | Using bedpan 
pane — Dressing, undressing 

Washing, Hand, Face 
Bedside commode 3.6 
Walking (2.5 mph) 3.6 
4.2 


5.2 


COST OF VARIOUS ACTIVITIES IN 
CALORIES PER MINUTE—Recreational Activities 
| ACTIVITY CAL./MIN. | Showering 


Painting, Sitting : Walking downstairs 
Playing piano 
Driving cor 
Canoeing (2.5 mph) 
Horseback riding (slow) 
Volley Ball ‘ : , eae . P 
| Bowling with ordinary activities but also with various 
| Golfing other functions. In considering energy costs of 
Swimming (20 yd./min.) i , : ° 
Dancing specific jobs, it must be remembered that the 
Gardening ; figures presented in these tables represent energy 
Trotting horse . : ° Sua? 
Spoding ' expenditures of normal individuals — _ not 
van cardiacs. 
vas . ° . 
| Cycling (13 mph) It is clearly evident from the knowledge of 
energy costs that in most work situations, the 
energy requirements are highly variable and in 
most cases they do not sustain for any protracted 
period. If this is so, the other variables must 
CALORIES PER MINUTE — Household Tasks lie within the individual himself. The manner 
ACTIVITY CAL./MIN. in which the patient reacts to his symptoms and 
nt gen ve to his environment hinges on the degree of his 
Machine sewing 1.8 realization as to the nature and the course of 
a 2.4 his heart disease; and in this connection, it is 
eeling potatoes 2.9 é 
| Scrubbing, standing 2.9 well to remember that the course of heart dis- 
Washing small clothes 3.0 ‘ : o iy -hi j 
| esata devas 33 ease is not necessarily down hill. Even in very 
Scrubbing floors 3.6 | stable individuals, tension, anxiety, depression 
Cleaning windows 3.7 ” a ss e: : . * 
Moking beds 39 and fear may be very prominent and disabling. 
Ironing, standing 4.2 Frequently, incomplete understanding between 
| Moppi 4.2 : : gee ‘ 
| Wringing by hand 14 the patient and his physician result in dis- 
| Hanging wash 45 torted impressions and “physician-inspired heart 
| Beati ts 4. P : 
a disease.” We know, too, that patients may 
Figure 5 scmetimes be guilty of hearing only what they 
wish to hear which may allow for some of the 
ae : secondary gains of illness. 


COST OF VARIOUS ACTIVITIES IN 
CALORIES PER MINUTE—Industrial Activities — wo 
ACTIVITY CAL. ‘MIN. COST OF VARIOUS ACTIVITIES IN 
CALORIES PER MINUTE — Occupational Therapy 


Figure 7 








Figure 4 


COST OF VARIOUS ACTIVITIES IN 


| 


| Watch repairing 1.6 
Armature winding 2.2 ACTIVITY CAL./MIN. | 
7 | 
Radio essombly 2 Leather, punching, lacing (reclining) 1.2 } 
Bricklaying 4.0 } : ae | 
| Rug hooking, sitting 1.3 

Plastering 4.1 : : va 
Chip carving, reclining 1.5 

| Wheeling barrow (115 Ib., 2.5 mph) 5.0 nat ; 2 
Knitting (23 stitches/min.) 1.5 

| Carpentry 6.8 , 

Weaving (table loom) 

| Mowing lawn by hand 7.3 


Copper tooli 
Felling tree 8.0 opper tooling 


Typing — rapid! 

Shoveling 8.5 yping rapidly 
A d ft (17 lb. load, 27 ft ) 9.0 Weaving (floor loom) 
scending stairs oa min Chisel carving with mallet (standing) 


f 10.2 
Vending furnace Chisel carving without mallet (sitting) 


Figure 6 Figure 8 
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Effects of Activity on Survival After Myocardial Infarction" 
Tenn. pop., some 
x, and 
racial distrib 
Pts 


or easier work 


Percent Survival 


Pts. remaining 
on complete or 
partial bed rest 


1 . «. « 9 a i a ie 
Years After Episode *G. R. Meneely, et. al. 


Figure 9 


The picture of a patient’s cardiac ability can 
be painted in the history, functional and thera- 
peutic classification and reviewed in relation to 
energy costs. Those patients who are in classi- 
fications which allow for reporting to the job 
actually have the capacity to do practically any 
job in industry except for the peak loads. If 
those peak loads can be tapered by a fellow em- 
ployee or by eliminating some particular phase 
of the job, the patient can be employed even if 
he is a Class III cardiac. 

The most important single aspect of restora- 
tion of the cardiac should be concerned with the 
continuing education of the physician, whose 
singularly important role in a successful re- 
habilitation will enable him to dispel the unwar- 
ranted fears of a patient plus his own personal 
misgivings and to present to the family a judici- 
ous, healthy outlook on the patient’s future. 
Perhaps it would even be possible for us to 
eliminate the terrible fear and unnecessary re- 
striction that continue to plague the cardiac. If 
those can be eliminated, it will certainly lead to 
justifiable uprating of the cardiac’s classification. 


9 Differential Calorie cost with increase of weight walking at 2.5 mph. 
| } 


OBESITY 
ENGENDERS 


Cost in Cal/Min. 
oF RM 
nuo uo 


Weight 


Figure 10 








ENERGY EXPENDITURES, IN CALORIES PER MINUTE, 
DURING TYPICAL WORKING DAY FOR 
INDUSTRIAL WORKERS WITH HEART DISEASE 


WORK CATEGORY 
less than 1.0 


Electronics tester 


CALORIES 


| 1.0 to 1.5 
Laundry crib supervisor 
Gauge setter 


Painter 


Figure || 





ENERGY EXPENDITURES IN CALORIES PER MINUTE, 
DURING TYPICAL WORKING DAY FOR 
INDUSTRIAL WORKERS WITH HEART DISEASE 


| WORK CATEGORY CALORIES 


| 1.5 to 2.0 
Planning clerk 
Boxmaker 
Foreman 
Tool grinder 
Light assembler 
Assembler 
Stock picker 
Figure 12 








ENERGY EXPENDITURES, IN CALORIES PER MINUTE, 
DURING TYPICAL WORKING DAY FOR 
INDUSTRIAL WORKERS WITH HEART DISEASE 


WORK CATEGORY CALORIES 
2.0 to 2.5 

Set-up burnishing press worker 

Stub lathe operator 

Stamper 

Scarfing machine operator 

Turret lathe operator 

Matron 

Clutch tester 


‘o 3.0 

Welder 

Janitor 

Fireman (boiler) 


Figure 13 











Calorie expenditure per minute in walking uphill at 2.5 mph. 
Cal. 3.9 5.5 9.2 


———— — 
5% 15% 





Figure 14 
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e MAX HORTON 


Director 
Michigan Employment Security Commission 


Detroit 


EMPLOYMENT OF CARDIACS 


Ran the only layman on the platform with 
doctors and lawyers, I would like to take 
the role which I like so much and to which I 
have devoted most of my life that of a pro- 
fessional go-between. In this role, we at the 
Security Commission attempt to gain the confi- 
dence of employers to the extent that they will 
give us their orders for workers and allow us 
to do at least the prescreening according to their 
specifications, and thereby, allow us to place back 
in gainful employment a large number of peo- 
pie that need employment for their own dignity 
and as a matter of right. In that way, we can 
serve both the employer and the worker. 

At the outset, let me say that no incident ever 
helped more to bring about public understanding 
of heart disease than did the heart attack suf- 
fered by our President, Dwight D. Eisen- 
hower, in 1955. Many people at that time became 
cognizant of the fact that a heart attack does 
not necessarily mean that a person has reached 
the end of the line. They learned that in many 
cases the person suffering the attack can, with 
some adjustment, lead a normal work-a-day life 
and, of course, with the assistance of the profes- 
sional people in the Michigan Heart Association, 
I hope that we can make that into a day-to-day 
realization. I think that Mr. Eisenhower is 
a good example of the tremendous burden and 
load that man can carry. 

Unfortunately, not all can do it. Heart disease 
continues to be a number one crippler in this 
country. In order for the Security Commission 
to do a good job of counseling and referral of 
those who go back to jobs, we must have the 
assistance not only of the Office of Vocational 
Rehabilitation but the Michigan Heart Associa- 
tion, physicians, legal fraternity and so on, be- 
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cause the employee may have substantial limita- 
tions that we must know. Jobs may need to be 
altered and again that requires understanding 
on the part of the employer. So we, in the Em- 
ployment Service, need all the help that we can 
get in this regard. 

Of the physically handicapped, cardiacs are 
the only persons we service whose handicaps are 
not immediately discernible. It is only through 
medical examination that we know that they are 
suffering from a cardiac condition. Many times, 
workers will not disclose this information, and 
it shows up only when we have made a referral 
to a company where there is an organized medi- 
cal department or an arrangement whereby the 
prospective employees undergo physical exam- 
ination. Then, of course, the worker is not 
hired. This also means that many people who 
have been dismissed by employers because of 
their condition, or people who could not be 
absorbed in a suitable job under the seniority 
provisions of the shop, learn in a hurry that in 
seeking work, they must conceal their physical 
difficulty. Therefore, those people many times 
find employment in small companies where physi- 
cals are not required and under some circum- 
stances, they may work under unfavorable con- 
ditions. Sometimes it is fatal to them, and in 
the long run this affects the rating system of 
workman’s compensation insurance. Therefore, 
it would be much better if such persons could 
stay with the original employer and work under 
conditions and with an understanding that is 
known to everyone. In order for a cardiac to be 
placed his total physical capacity should be 
known, and a good deal has been done in the 
way of research to establish certain standards 
in this area. We must have a more specific meas- 
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ure of a man’s capacity in order to place him 
effectively. We need the information from Dr. 
Gage’s charts. Then, with that, we can do some 
realistic counseling and_ selective placement 
through job development in cooperation with 
the OVR and other agencies. 

There are other barriers which many times 
preclude the smooth transition from convales- 
cence to employment. Many times it is an emo- 
tional state or fear of the condition. Some indi- 
viduals are dependent and lacking motivation. 
Others want to prove that they have nothing 
wrong with them and over extend themselves. 
These people, when properly placed, are good 
productive employees. Usually their absenteeism 
is low, notwithstanding the fact that they have 
a condition of this kind; they are mature 
men with a substantial job history and they are 
dependable for that reason. The cardiac is a 
good investment in years of experience and po- 
tential productivity for the future, when every- 
one is aware of his limitation and when he is 
performing under medical supervision. 

During 1958, we averaged 400,000 individuals 
unemployed, when we were in the recession. We 
found that in that time, a lot of well capitalized 
concerns, who normally would have filled posi- 
tions that were vacated through attrition, weve 
not filling. They assumed the ‘watch and see” 
attitude. So I say that the psychology of em- 
ployment is all important. We in Michigan were 
just coming out of it in good shape when the 
steel strike came along. These events have a 
long term crippling effect on the state as well 
as significance for the physically handicapped 
person who many times is also in the category 
of the older worker. To illustrate, at the present 
time there are approximately 65,000 persons in 
this state who we consider chronically unem- 
ployed to the extent that they have lost their 
job attachment permanently. These are not the 
people primarily at the very lowest end of the 
economic ladder without education or without 
skill. Hard core unemployment of this particular 
character occurred when industry (particularly 
the auto industry), for good business reasons, 
went through a series of consolidations and in 
turn caused some of the suppliers to close 
entirely. In fact, most of this hard core, and 
these are people without any physical disabili- 
ties, by and large came from Hudson, Packard, 
Murray Body, Briggs Manufacturing, Motor 
Products, etc. People that had a special saleable 
skill immediately moved in to other jobs, and 
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that occurred whether they had a heart condi- 
tion or any other physical disability. But the 
balance of them, many with 15 to 28 years sen- 
iority, had pretty hard going. 

There is real need for understanding and co- 
operation if we are serious in our effort to do 
something about the cardiac. There has been a 
lot of talk about training and retraining and 
we do cooperate very closely with the OVR. But 
when you have a loose labor market, what is the 
use of training that individual for a job that 
he will never receive? If that was true in 1958, 
it is true to a certain extent right now. Then 
that person, many times a cardiac and an older 
worker, gets in more trouble. 

Industries have done a fairly good job in tak- 
ing care of their own, within the limitations that 
they have in terms of seniority and so on. But 
I think that it is time to have industry and 
labor sit down to determine methods whereby 
they can work out some sort of lateral seniority, 
so that these people can be contained within 
their family. I am referring to the people who 
have real job attachments and have rendered a 
real service for those employers over a long 
period of time. This is important because we, 
as a public employment service with a loose 
labor market, are not going to be able to find 
job opportunities so necessary for the recovery 
of these people unless we have the cooperation 
of everyone. We have people listed in our files 
without disabilities, not older workers, that we 
can refer to almost any job except the very hard- 
to-fill skills. 

We are about at the point where we are going 
to undergo the population explosion. It is going 
to happen here in Michigan. On top of it, there 
are over 500,000 workers that migrated to this 
state during the period from World ‘Var II until 
1956. There are still some coming in, but now 
there is a movement out that is probably off- 
setting the migration into Michigan. But we 
are going to experience the so-called explosion 
in population to the same degree that any other 
metropolitan area will. That means that between 
now and 1970 that we shall need 100,000 new 
jobs each year in order to have a healthy econ- 
omy. Of course, with the decentralization of the 
auto industry and the trend of the durable goods 
industry, it means that most of these people 
are going to have to go into the services and 
trades. It means that any physically handicapped 
person requiring special consideration is going 
to have a hard row to hoe. 





The Matter of Insurance 
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Detroit 


n discussing the relationship of insurance to 

this problem of employing the handicapped 
and particularly the cardiac, I would like to 
dispel what seems to be an erroneous impression 
that insurance companies, as a class, oppose the 
employment of the handicapped. Nothing could 
be farther from truth. The public pronounce- 
ments and printed pamphlets, widely distributed 
by the various insurance organizations, should 
convey the correct impression which is that we 
believe in hiring the handicapped. We have found 
and we believe that handicapped people make 
better employees. We, of course, counsel that 
they be employed within their capacities. The 
erroneous impression comes from the fact that 
in surveys made among employer groups, particu- 
larly at the personnel department level, such 
people want or are looking for someone to 
blame. In search of an excuse, they say, “Well, 
it’s all right with us, but our insurance com- 
pany objects.” Let me say on behalf of my com- 
pany and on behalf of many of the other insur- 
ance companies with which we are in contact 
daily that that is not the instruction given by 
any such insurance company to its employees 
who contact employer organizations. Now, of 
course, it might come again from the practical 
phase of the matter that we must all face. In- 
surance companies as such take an attitude to- 
ward the matter of benefits in insurance that 
it is none of their business. If the employers and 
employees, the labor organizations, come to- 
gether on an agreement, or if the legislature 
itself, regardless of their agreements, passes 
legislation relative to benefits that are to be 
paid under the compensation law, then the ob- 
ligation of the insurance company is to evaluate 
the cost of those benefits and to set a rate and 
charge the employer organizations for it. In 
doing that, we must necessarily tell them what 
causes some of these costs. It is our obligation 
to tell them when they are having increased cost 
and the reasons for it, but this is not in any 
way an attempt to tell them that they should 
not hire handicapped people. 
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With regard to some of our more recent Su- 
preme Court decisions which, to a large extent, 
are simply reflecting a national trend in this 
field, it is, of course, quite certain that the obli- 
gation of the employer for workman’s compensa- 
tion has been materially increased. We cannot 
go to an employer with a rate increase one year 
of 5% and the very next year 26.4% without so 
much as an explanation as to where these 
charges come from. He wants to know what 
losses are causing it. We must tell him and we 
do! Part of it, of course, is the Sheppard and 
Coombes cases in which our Supreme Court has 
taken a new and very liberal attitude toward the 
granting of compensation. 

Up until a couple of years ago it was con- 
sidered by most of us that in order to have, we 
will say, a heart case become compensable, there 
had to be an accident happening in the employ- 
ment. There had to be something sudden and 
unexpected. There had to be something that you 
could put your finger on in point of time and 
place and when that occurred and aggravated a 
preexisting condition, it became compensable. 
But now it does not have to be an accident. As 
the law is being administered, any incident of 
the employment, and it is almost to the point 
where the mere occurrence of the attack on 
the employer’s premise, will for all practical 
purposes make that case compensable. Our own 
company found out what it felt like to be an 
employer in that position. We had a claims ad- 
juster who had a heart attack and who was kept 
on the payroll for a year or so while he was 
disabled. He returned to work and in the course 
of adjusting, he traveled around the city in a 
car, walked some, took statements and made in- 
vestigations. On his death, a claim was made 
by his widow for compensation. Some of us 
that were in the field knew the trend of decisions 
and we were not perhaps too surprised at this. 
Our management was astounded, and they have, 
regardless of what we have been able to do 
about it, established certain thoughts in their 
mind that will result in the rules and practices 
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for employment in our organization that are not 
going to be what they were some time ago. 

What can be done about this problem? The 
trade association that I mentioned before re- 
cently conducted a seminar in Boston which was 
attended by most of the top heart men of the 
country for discussion of their problems. Edu- 
cational meetings of that kind will go on. In 
addition to that, we have established a rehabili- 
tation committee in the American Mutual In- 
surance Alliance and we are making a very seri- 
ous study of this question of rehabilitation and 
replacement on a national basis. Studies of this 
kind will produce some of the answers. 

Many various proposals have been made for 
a solution to the problem. The second injury 
fund is another matter that I would like to 
discuss. Every time one of these problems arises 
about the employment of the handicapped, some- 
one reaches out and says, “The first thing we 
have to do is to establish or to enlarge or to 
amend our second injury fund law so as to take 
care of the situation.” The second injury fund 
laws were established originally with a specific 
idea in mind pertaining more to actual acci- 
dental injuries, principally the amputation and 
cases of that character. Now when we begin to 
try to put into this situation the heart cases and 
others, we add a complication that just does not 
fit. It is not what they were originally enacted 
for. Perhaps the principal thing that is sug- 
gested in connection with the second injury 
fund law is an amendment that would limit the 
liability of the employer. That does not neces- 
sarily have to be in a second injury fund law 
at all. But in regard to heart conditions, many 
of the prominent specialists in this field admit 
that perhaps 90% of the disability that comes 
from heart conditions is congenital. As one doc- 
tor explained, it depends on whether you got 
fitted out with nice copper tubing or whether 
you happened to be unfortunate enough to pick 
the wrong parents and got some lead or cast 
iron pipes which will rust, corrode, etc. If this 
is the concept, then, that a great deal of this 
difficulty and the disabilities that flow from it 
are not connected with employment, why is it 
that the employer is asked to stand the expense 
of all of the rehabilitation and of the disabilities 
that occur? In other words, if you are going to 
limit the liability of the employer, you must 
work out some basis of providing for that limita- 
tion. Who is going to take care of the rest of it? 
Is that not a charge of society as a whole? Yet, 
if you are going to do that for heart cases, how 
many other disabilities are there in the world 
that you would ask society to take care of 
generally? 

In reference to the second injury funds, the 
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suggestions and solutions that are always offered 
are these: limit the liability of the employer 
to 50 weeks or 100 weeks or 104 weeks, as it is 
in New York, and then let the employee get the 
rest of his compensation from the second injury 
fund. Strange to say, if you read the suggestions 
a little farther you will find that the second in- 
jury fund is also to be supported by employers. 
It is just a matter of whether you fasten it all 
on this employer today or whether tomorrow you 
ask him to join with others and pay for the 
rest of it. Why are employers being asked to 
carry that burden in the heart cases? It is un- 
derstandable in silicosis or some of the other 
diseases where you can pinpoint the original 
cause of the disease to the employment itself. 

What about waivers? Not only should we 
consider waivers of the disabilities that may 
arise from the employment of such a_ handi- 
capped, but also the waivers of the union rules 
involving seniority. So far, there has been rather 
serious objection from organized labor on both 
of these fields and until we can work out the 
problems, the waiver solution seems remote. 
Waivers properly worded, properly adminis- 
tered, and without abuses could be a God-send 
in this field of hiring of the handicapped. In 
this field there could be much improvement and 
some method should be worked out to have the 
administrators able to determine more ade- 
quately the truth in these cases. There is a 
possibility that some such statutory method as 
is now present in our occupational disease law 
applying to aggravation might be applied. 
Whether it could be properly worded or whether 
such a law could be passed or not, I do not know. 
Another possibility is a limitation upon the em- 
ployers’ obligation. If society finds, however, 
that it is going to have to take care of the whole 
problem, then it becomes hopeless. What about 
a medical examining board or perhaps some 
method of having an impartial testimony sub- 
mitted in the administration of the act? These 
are all possibilities. There must be a good deal 
of cooperation between employers and labor in 
working them out. 

There is one excellent suggestion that has been 
made by one of my compatriots on the commit- 
tee that is working on the question of rehabilita- 
tion. Dave Parish of the Hardware Mutual In- 
surance Company of Wisconsin says: “In my 
opinion the insurance industry has a cuty to the 
employers it represents to do sometiing about 
this unfortunate situation. One approach would 
be to undertake an educational program for the 
member companies who, in turn, could pass the 
information to their legal representatives. I am 
afraid that even if we were 100% successful 
in educating our member companies and legal 


187 





representatives, many problems would remain. 
I further believe that the problem will not be 
substantially solved until some outstanding medi- 
cal authority or authorities establish criteria for 
the determination of causation in this type of 
claim. I do not believe that an article by a single 
expert would be sufficiently authoritative to ac- 
complish what was intended.” Later on in his 
report he says: “In my opinion the establishment 
of such criteria would serve to accom- 
plish the following principal results: (1) 
litigation would be reduced, resulting in sub- 
stantial savings to both the insurance industry 
and their insured employers and the workman’s 
compensation agencies, and (2) the incidence 
of compensation claims would be reduced result- 
ing in substantial savings to employers. A by- 
product of this would be less discrimination in 
the employment of cardiac patients which in turn 
would reduce, if not eliminate entirely, the fre 
quency of proposals for the expansion of second 
injury funds to include the heart cases, the estab- 
lishment of special funds, special rating pro- 
cedures or statutory provisions. Further, such 
a program should not be difficult for some of the 
medical profession since it would tend to retard 
what is rapidly becoming a farce in medical 
testimony which serves to discredit the medical 
profession as whole.” 

And there is another ray of hope in a paper 
by Dr. Richard Clark, the Medical Director for 
the Cardiac Work Classification at the Massa- 
chusetts Heart Association, which was delivered 
at a recent symposium in the Liberty Mutual at 
Boston. Under the heading of impairment rating 
he savs this: “During the past two years, a com- 
mittee of consultants to the Committee on Rat- 


ing of Physical Impairment of the American 
Medical Association has prepared a guide for 
the evaluation of impairment of the cardiovascu- 
lar system. The speaker was one of the five mem- 
bers of this consultant group which was chaired 
by Dr. Henry Kessler. In the course of the next 
few months this guide will be published and dis- 
seminated by the American Medical Association. 
It will be in similar format to the previous guide 
to evaluation of impairment of the back and ex- 
tremities which was made available in 1958 and 
the subsequent guide concerned with the visual 
system. It is the sincere hope of the present 
committee and the subcommittee that this guide 
may furnish a somewhat realistic and equitable 
approach for insurance companies, compensation 
boards, disability commissions and others con- 
cerned with such rating.” 

I have one other ray of hope in something 
that was said by Dr. Paul Dudley White at a 
meeting in Chicago. He pointed out that genetic 
defects are at least 50° responsible for most 
coronary and blood vessel disturbances. He 
stated that scientists are seeking a method for 
supplying missing body substances called en- 
zymes which control the action of the genes. 
There are several diseases in which faulty 
enzymes are known to be at fault as causative 
agents. If a way can be found to replace such 
regulating agents, we no longer need be saddled 
with our ancestors. These chemical means may 
be available within a generation to overcome 
the inherited weaknesses responsible for heart 
attacks and certain other diseases. Although 
that is not immediate, I hope that something of 
this kind may help us solve some of the problems 
that interest us so intensely. 


Live Longer, Work Longer 


One of the most important results of medical 
progress in this century has been a large increase 
in the average American’s working life expectancy, 
Health Information Foundation reports. In the 
April issue of its monthly statistical bulletin, Prog- 
ress in Health Services, the Foundation pointed out 
that an American male baby born in 1958 has a 
working life expectancy of 42.3 years 11.2 years 
over the comparable figure for a baby born in the 
1900-02 period. 

In terms of manpower potential, the H.I.F. re 
port stated, “A group of 100,000 males born it 
1900-02 could expect to put in an average of 3,106,- 
000 man-years of work during their lives. By 1939- 


41 the comparable figure was 3,815,000 man-years, 
and by 1958 it was 4,228,000. Thus the working life 
expectancy in man-years of a group of 100,000 male 


infants has risen by over 1 million since 1900-02.” 

Not only do American males today have a longer 
working lifetime, but they can also expect to spend 
more years outside the labor force. The average 
number of nonworking years for males increased 
from 16.8 in 1900-02 to 24.1 in 1958. Young men 
now enter the labor force more than two years later, 
on the average, than was true at the turn of the 
century. And during the same period retirement-life 
expectancy has more than doubled — from 2.7 
years for 20 year old males in 1900 to 6.3 in 1958. 

According to the Foundation, the increases in 
both working and nonworking yeas are part of a 
larger trend, the “remarkable increase in life ex- 
pectancy.” Life expectancy for males at birth rose 
from 47.9 years in 1900-02 to 66.4 in 1958, or by 
18.5 years. 
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e BUELL DOELLE 


Lacey, Jones and Doelle 
Detroit, Michigan 


Legal Aspects of the Claim 


hether cardiacs can work, unfortunately, is 

more dependent for answer upon legal as- 
pects and consequences of their reemployment 
than upon their physical or vocational rehabilita- 
tion. In other words, the legal aspects of this 
particular subject are more important for our 
consideration than even the physical or voca- 
tional rehabilitation aspects. Secondly, the state 
of the law has crystallized in the nation and 
lately in Michigan as to liability of the employer 
for aggravation of preexisting heart disease 
under workman’s compensation laws and this 
crystal clear legal status will persuade even the 
most humanitarian employer, who is vet a sound 
businessman, not to risk reemployment of a 
cardiac. Mr. Carey alluded to the decisions of 
the Michigan Supreme Court which were simply 
an enunciation of the prevailing philosophy of 
workman’s compensation law in the nation, to 
the effect that under workman’s compensation 
laws we do not need an accidental fortuitous 
event. They put Michigan onto the band wagon 
with most the states, simply granting compensa- 
tion in those cases where you could have some 
work-connected injury. It didn’t make much 
difference whether it was in the field of aggrava- 
tion or actual causation. I ask this question, “Is 
the present state of the law a sound one?” 

This state of the law is the result of adversary 
litigation. The law, as we know the law, is ham- 
mered out in the courtroom and before adminis- 
trative tribunals on the anvil of justice and it is 
there that legal principles evolve. The whole 
concept of adversary litigation is the contention 
of one party as opposed to contention of another, 
and either a jury of 12 persons who are finders 
of fact sit down and determine the merits of 
these contentions, or some referee or deputy 
commissioner or other administrative tribunal 
trier of the fact determines those facts. That, of 
course, is the whole basis of our system of justice 
and legal philosophy. This particular philosophy 
that heart conditions can be aggravated by do- 
ing the normal work of the employment or some 
unusual exertion, if that is a requirement, has 
been based upon opinions of medical experts. 
True enough, it may not be the accepted major- 
ity view of the medical profession. It may be 
less scientific, but the fact remains that it is 


May, 1961 


possessed by certain of these medical experts, 
and for the most part, those medical experts are 
persons who might be experts in the realm of, 
shall we say, forensic medicine. 

We have to talk in litigation about emphasis. 
There is nothing more important! Adversary 
litigation, whether it is before the compensation 
tribunal or before a jury, is all a matter of em- 
phasis. We as attorneys emphasize the good fac- 
tors, the good points of our case. We tend to 
ignore as much as possible those which do not 
help our case. On the other hand, our adversary 
is doing identically this same thing, so that some 
poor jury or trier of facts is hardpressed to find 
the truth. The jury sits in common law injury 
actions and it is asked to decide the truth of 
two doctors who testify. One testifies for the 
plaintiff that in his opinion the tort feasor or 
the wrong doer who is represented on the oppo- 
site side of the table was guilty of a wrong to- 
ward this poor fellow, and that what he did to 
him did actually aggravate the preexisting ar- 
teriosclerotic heart condition and brought about 
this coronary occlusion. Usually the plaintiff’s 
attorney who is poor mouthing his case, as we 
say, has him attired in his oldest clothes, 
and every day, as the jury has gone into 
the jury room, they have seen the poor fellow 
outside there, not sufficiently garbed in cold 
weather, and the fellow sitting across the table 
is usually an attorney representing a corpora- 
tion. The expert for the defense goes on the stand 
and the jury hears him say, “No, it can’t be! 
As a matter of fact, I’ve got this statistical 
study by Doctor So and So and he’s found that 
in 95 cases of suspected traumatic involvement 
or aggravation none was actually found to exist.” 
He goes on, and it is well documented, but there 
is no question about the fact that this corpora- 
tion can afford to buy this plaintiff some new 
clothes and help support him, his wife and seven 
children. Somebody’s got to do it. So that has 
engendered among jurors the philosophy of what 
we call the “deep-pockets” philosophy. If you 
can find some fellow who has the ability to pay 
and who has deep enough pockets, it is far better 
to stick him than the taxpayers. In the light of 
that, you see, in_that crucible, the doctor who 
testified for the plaintiff might have been an 
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utter incompetent; he might have even been a 
neighborhood doctor who never saw a heart case, 
but he read an article someplace and the jury 
is going to believe him (or at least is going to 
say so in the jury room). Out of the crucible, 
and hammered over that anvil in that courtroom 
is coming out a determination that heart condi- 
tions can be aggravated and this poor fellow’s 
plight today is due to that. 

The same thing happens before the workman’s 
compensation tribunal. Remember that work- 
man’s compensation legislation is remedial legis- 
lation. It is supposed to accomplish the remedy 
of saving workers and their dependents from 
work-incurred injuries, and if it doesn’t accom- 
plish that remedy, it shouldn’t be on the books. 

The man who is paid by the state to sit 
and decide questions of fact has to decide those 
questions of fact in the light of the remedy to 
be achieved. And he does do it. That again is our 
system of justice. He gets two doctors. One 
speaks for the plaintiff: “Yes, there is no question 
in my mind. I knew Mr. Jones back when he was 
an alert, healthy man. He had an interest in life, 
supported his family, earned good money, was 
just a paragon of outdoor activity — went hunt- 
ing and fishing, had lived a normal life and you 
should see him today! He is just a shadow of 
his former self.” Here he is, a pathetic little 
fellow. He is drawn, he is a worried looking fel- 
low and he is not dressed properly. Then you get 
a fine scientist on the stand afterwards and he 
says that he does not think it was aggravated. 
If there is any aggravation, it is that the plain- 
tiff eats too much. You know, eating too much 
can cause these things, too. And that’s a great 
defense! You can see how you'd believe it. 

The appellate courts and the Michigan Su- 
preme Courts get a tremendous amount of criti- 
cism, as do the appellate courts of other states, 
about setting up some kind of concept of aggra- 
vation in heart cases. With all due deference to 
their critics, they do not set it up. They have 
nothing to do with it. There is a trier of fact 
down there in the lower echelon, either a hearing 
referee or a jury, that has made the determina- 
tion from evidence. An appellate court does not 
have one bit of power to set aside that finding 
of fact, because it cannot say, as a matter of 
law, that Doctor A told the truth and Doctor D 
did not. You cannot ask an appellate court, rea- 
soning from legal principles, to hold, as a matter 
of law, that one man tells the truth and another 
does not, because that is not their prerogative. 

The Supreme Court of Michigan in Sheppard 
and Coombes made a very forthright interpreta- 
tion of what the law is. The requirement of acci- 
dent was not dictated and they tried to put in a 
concept of work-connected injury. Mr. Hill wrote 
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a lengthy article on that for the Detroit Bar 
Journal saying that the requirement of accident 
was no longer needed in compensation cases after 
the ’43 amendment. So for this particular rule 
of law, don’t blame the appellate courts. It has 
been found on the lower level by the finders of 
fact and there they have relied on the testimony 
of experts in the medical field. Today that partic- 
ular rule of law of aggravation, so far as the 
rule of law is concerned, is one which we have 
to face and we have to live with. This rule of 
law may be the unhappiest result, so far as the 
vast body of cardiacs is concerned, but neverthe- 
less it will stand. The appellate courts are not 
in a temper to change that law either in Michi- 
gan or in any of the other 49 states of the Union. 

Can this doctrine be modified by appellate 
courts? Conceivably it could, but it will not be. 
It is a bench-made doctrine, to some extent, but 
there is no indication that either now or 50 
years from now they will modify it. All of the 
persuasion of medical science under any kind of 
competent generalship is not going to be con- 
vincing enough to get the appellate courts of 
the nation to change their attitude on aggrava- 
tion of pre-existing heart conditions. You can 
have all your panels and everything else that 
you want, but you aren’t going to change the 
picture. The reason is that you are sending up 
to these appellate courts findings of fact, and 
if you want to change those findings, you must 
start down at the lower level. 

Will legislation help? Legislation will not 
change the doctrine, but it can alleviate the 
effects of the doctrine. In that particular con- 
nection, Mr. Carey has talked to you about the 
second injury fund and what can be done in that 
connection. There has to be some kind of relief 
for the employer in compensation cases for the 
hiring of a cardiac, or he is risking increased 
liability by reason of the fact that he hires a 
cardiac or one that is not sound physically. He 
has got to have some kind of help or he is not 
going to do it. His humanitarianism, after all, 
has to give way to the fact that he is running a 
business and he is responsible to more than his 
own conscience. Let’s give the man some kind 
of reason why he can hire cardiacs, why he can 
give them a chance. That reason has got to lie 
in some limited liability as accomplished in other 
states — 104 weeks of liability as opposed to 
500 to 800, or some kind of registration system 
and a pickup from the second injury fund, per- 
haps, for additional benefits to the cardiac to 
be paid from a tax supported structure. 

If we as individuals are interested in 
alleviating this problem, we must work through 
the legislative branch of government, not through 
the courts. 
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MICHIGAN HEART ASSOCIATION CONFERENCE 


Report on Panel Discussions 


WORKSHOP ON REHABILITATION 


JOSEPH SCHAEFFER, M.D., Chairman 
Director, Rehabilitation Institute, Detroit 


)ehabilitation was discussed not as a technique 
or specialty of medicine, but as a philosophy 
of evaluating a patient’s needs which may be 
more than medical. Many times these needs are 
social, psychological, and vocational, and by ap- 
plying proper forces at the proper time in the 
management of the patient, rehabilitation can 
then be effective, hopefully in a significant num- 
ber of cases. 

The following are summary statements from 
the workshop: 

There is a need for the gradual and continual 
accumulating of data on chronically ill patients 
and particularly, in this case, the cardiac over 
a period of years. Emphasis was placed on the 
need for this data in regard to the cardiac child, 
about whom a certain amount of information is 
developed through the school career. Through 
the maintenance of this information, which could 
be made available to an agency or employer, the 
individual when properly counseled would hope- 
fully be placed in gainful employment at a level 
in which he could accomplish. 

It must be recognized that the cardiac exists 
not only in industry but in any age group of 
any segment of the population. The housewife, 
the rheumatic child, the farmer who has a 
cardiac condition — all of these people must be 
given the benefit of the rehabilitation program. 

Rehabilitation should start at the time of the 
acute injury or illness and it should not stop 
until the patient has returned to a maximum 


level medically, socially, psychologically and eco- 
nomically. This is an on-going program that 
must be considered by every individual dealing 
with the patient. 

Marked changes in the concept of caring for 
cardiacs have occurred in recent years. A graded 
activity program is often instituted immediately 
following an acute myocardial infarction as com- 
pared to the previous practice of complete im- 
mobility for a number of weeks. 

Rehabilitation is an active process in most 
industries. In fact, about 75% of cardiac pa- 
tients do go back to their original type of work 
and a significant number of others can be placed 
in a similar plant on a different job. 

We need to appreciate the fact that a great 
deal of work is being done in terms of determin- 
ing how much a cardiac patient can do. Involved 
in this is the need for information not only on 
what the individual can do without incurring 
further damage but the energy requirements of 
specific jobs. In order to evaluate the patient’s 
ability to function in a given position, we need 
to have a common understanding of job require- 
ments, what is meant by “light” or “moderate” 
or “heavy” work. 

No two individuals will respond or react to a 
chronic illness in the same manner. This implies 
skillful handling by the physician as well as the 
rest of the team involved in getting the indi- 
vidual back to a maximum place in his commu- 
nity. 


WHAT CAN THE PHYSICIAN DO TO HELP THE CARDIAC GET TO WORK? 


MARTIN BRUTON, M.D., Chairman 
Assistant Corporate Medical Director, The Chrysler Corporation 


s the concept of rehabilitation has taken hold 
in our society, the role and responsibility of 
the physician has been proportionately altered. 
The doctor is now expected to assist a patient 
in his adjustment — whether it is to a limited 
activity or return to his regular occupation. 
This presents a considerable burden because he 
now has to know what the patient does at his 
work and he has to know something about the 
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work itself. He cannot send the patient to the 
factory with a note which says “Please let my 
patient go back to light work” if he has no no- 
tion of what light work is. We frequently see in 
our industry patients returning with instructions 
to the effect that the individual can work two 
hours a day. Modern industry is simply not set 
up for a two-hour-a-day employee. If the man 
cannot work eight hours, he just doesn’t fit in. 
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As for the energy capabilities of an individual 
or the energy requirements of a job, it was 
pointed out that many factors enter into such 
an evaluation. Motivation, mental attitude, con- 
current disease, length of time that work is 
done all of these things are important con- 
siderations. 

In the absence of a perfect answer, how does 
the doctor learn all the things that are expected 
about the job? Well, of course, he doesn’t! He 
cannot learn all the answers, but he can learn 
to extend by communication. Doctors have al- 
ways talked to wives and told them what their 
husbands could or could not do. They can, like 
wise, talk to the plant physician or to the per- 
sonnel people. 

Cardiacs in need of work fall primarily into 
two groups. First of all, there is the cardiac who 
has not had a previous job. As was pointed out 
in earlier discussions, the employer has had to 
assume more liability than he did before under 
new interpretation of the laws and consequently 
there is more and more resistance to taking on 
new cardiac employees. We would hope that 
these patients would be discovered as early as 
possible, and as soon as we know they have a 
handicap. By this I mean that when a harmless 
but potentially serious heart murmur is dis- 
covered which indicates a shortened life, or 


limited activity, we should begin to instruct and 
motivate the patient to acquire skills that will 
be in demand regardless of his condition and 
in which he will be able to perform satisfactorily. 

The second group is the return-to-work car- 
diac the one who has been a good employee 
for many years and now comes back to work. 
These reinstated cardiacs, who are still under 
treatment, present a liability problem to their 
employers but in most cases this is accepted. In 
other words, a myocardial infarction case on the 
anticoagulants is more liable to have, for ex- 
ample, some complications of bleeding should he 
cut himself or have an injury. The employer as- 
sumes this responsibility, but there is not much 
complaint. 

As we have been told previously, there is 
no need for accident or specific incidence to 
prove aggravation of a cardiac condition. A man 
may have had three coronary attacks, all of 
them in bed, but if the fourth one occurs at 
work, the employer is responsible. This points 
up the need for the practicing physician to know 
something about the job and to communicate 
with people who can place this person with a 
clear understanding of his limitations: Commu- 
nity agencies could be used, however, if it is 
necessary to retrain the individual for different 


work. 


INSURANCE WORKSHOP 


L. J. CAREY, Chairman 


Zrom strictly an insurance standpoint, cardiacs 

can work and we encourage it. In view of 
court decisions throughout the country and more 
recently in Michigan, employers have been 
placed in a position where they will undoubtedly 
be considerably more reluctant in the employ- 
ment of people suffering from cardiac condi- 
tions and there will be reluctance in returning 
employees to employment after they have had 
cardiac episodes. Our group discussed the matter 
of what we might do, or what those in the medi 
cal profession particularly might do to alleviate 
this condition. 

Perhaps it will take legislation of some kind, 
but in advance of that legislation, the group 
felt that the first helpful step should be made by 
medical authorities who would establish criteria 
not only for the determination of causation in 
this type claim but some criteria as to the kind 
of jobs that cardiacs can do and the amount of 
energy that is required and can be expended by 
these patients in various stages. We believe that 
some such organization as the American Heart 
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Association should undertake this step. Upon 
agreement in that organization, the material 
should be taken to the American Medical Asso- 
ciation for its approval which would give the 
criteria a standing that could be used authorita- 
tively from a legislative standpoint and perhaps 
as well from an administrative standpoint in 
trial cases. This would have to be done thorough- 
ly and it would have to have endorsement by the 
medical organization. 

Inasmuch as cardiac conditions are said to 
be caused originally to a large extent by forces 
entirely outside of those connected with employ- 
ment, there seemed to be a feeling within the 
group that employers should not be held fully 
responsible for the liability existing when the 
cardiac condition becomes aggravated in employ- 
ment. The criteria for determination of causa- 
tion might then lead to legislative enactments 
which would place limits on the liability of the 
employer and society. These criteria would be 
the basic step in encouraging employers to em- 
ploy originally and to re-employ the cardiac. 
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LEGAL ASPECTS 
BUELL DOELLE, Chairman 


t was pointed out in the workshop that with 

conflicting medical testimony three kinds of 
results are possible. Assuming that a doctor 
testifies for the plaintiff that aggravation of 
pre-existing heart disease is possible and a doc- 
tor testifies for the defendant that aggravation 
of pre-existing heart disease is not possible, 
one could in three cases under those circum- 
stances get different results by a trier of fact 
in a compensation court or tribunal. He could 
decide (1) aggravation of pre-existing heart dis- 
ease is not possible in any case by doing the 
ordinary work, (2) aggravation of the pre-exist 
ing heart disease is possible and it happened in 
this case, or (3) he could make a finding that 
while aggravation of heart disease is possible 
by doing the plaintiff’s regular work, it was not 
possible in this case because there was some 
other exertion that was responsible. As we 
pointed out, those three varying decisions could 
be made on the same kind of conflicting medical 
testimony, depending upon the persuasion of a 
particular doctor or a particular set of facts, 
and an appellate court would not disturb it. So, 
you do have a proposition where there is con- 
siderable confusion. Medical science perhaps can 
do something to rectify the impression as to 
aggravation of pre-existing heart disease al- 


though it was my humble judgment that this 
acceptance has gone along so far that the trend 
cannot be reversed. 

Limiting the employer’s liability, we drew 
upon the phiiosophy of Arthur Larsen and his 
model workmen’s compensation act, pointing out 
that he had recommended a second injury fund 
provision to limit the liability of an employer 
in case of re-employment of injured persons to 
104 weeks, and that that provision necessarily 
included registration of the persons who had an 
original defect, systemic physical condition or 
injury; and that the employer, while bound to 
respond for the full compensation, would never- 
theless get reimbursement for all compensation 
avails paid in excess of 104 weeks. We also de- 
veloped this thinking, admitting that we did not 
know how it could be financed. This is perhaps 
an area where the taxpayer, through tax monies, 
ought to come in and do something to secure 
the re-employment of cardiacs. We felt that we 
might perhaps borrow from the English system 
where tax monies actually go into the payment 
of workman’s compensation benefits, to a lesser 
extent than the employer. In other words, we 
ought to broaden the basis for payment of com- 
pensation avails to a re-employed cardiac who 
suffers a new personal injury. 


EMPLOYMENT WORKSHOP 
MAX HORTON, Chairman 


t is very well to explore the medical problems, 

insurance problems and the legal problems, 
but in the final analysis what we are talking 
about is the opportunity for an individual to be 
gainfully employed. After other summary re- 
ports, I do not think I can be accused of being 
a pessimist when I say that there are a few 
stones in the path of the individual that is seek- 
ing employment and does have a cardiac history. 

We discussed this matter of waivers and we 
could not reach an agreement on the subject. 
Representatives of labor felt that in the terms 
of the history, misuse of it, or bad faith in this 
area, has wiped out receptive attitude on the 
part of labor to this provision. 

In order to retrain people, certain things have 
to be available. First of all, the basis for re- 
training must be a good educational background. 
Secondly, through retraining we must be able 
to retrain rather rapidly for a saleable skill 
bearing in mind that if the person who under- 
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goes retraining does not get a job, he is even 
further frustrated than he was in the beginning. 

We need more information about the indi- 
vidual and his medical history. Interviewers 
many times meet resistance from the _ in- 
dividual who does not want to authorize us to 
go to his physician for specific information; and 
many times either through lack of understand- 
ing or because of the press of so much business, 
the medical fraternity is not inclined to cooper- 
ate. Perhaps the nature of the doctor-client 
relationship makes them reluctant to give us the 
kind of information that will allow us to develop 
a job for this individual. And I can assure you 
that we do not get any orders specifying cardiacs. 
We must develop that kind of order. 

The handicapped, particularly the cardiac, is 
a responsibility of the community. For this rea- 
son we do not meet as much resistance in the 
smaller and self-contained communities as we 
do in the large metropolitan cities. There is 
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more cooperation at the community level, and 
this differs in the business of reemployment of 
the cardiac according to the size of the com- 
munity. In the large metropolitan areas, there 
are all the problems that have been discussed by 
Buell Doelle, and there is no magic wand that 
gives us entrance to anyone in the personnel 
department or at the high-policy level that will 
create any job. We are going to support those who 


are not gainfully employed, be they cardiacs or 
any other segment of our population. It is a 
question of how we pay for it. These people are 
entitled to a gainful employment and, until they 
are gainfully employed, they are going to be a 
drain on our society. 

As to the question, “Can Cardiacs Work?” our 
conclusion was “yes”; 75% of them can and 
want to if they get a chance. 


SUMMARY STATEMENT 


E. A. IRVIN, M.D., Medical Director, 
Ford Motor Company 


| wish to re-emphasize the statement made by 

Dr. Schaeffer that rehabilitation must be a 
philosophy and that any other approach is rather 
unsound. I should like to add that it must be a 
philosophy of teamwork as well. The more I re- 
view the problems which confront us from a 
standpoint of rehabilitation in regard to heart 
disease, the more I believe the fact that this 
decision as to whether heart disability is actually 
caused or is aggravated by employment has been 
more and more removed from the hands of the 
cardiologist. Unfortunately, some of the liberal 
decisions have been influenced by testimony of 
certain members of the medical profession, and 
it is quite true that even the best of authorities 
have not always agreed as to what is cause and 
what is effect. This situation has been amply 
stated by Dr. White as follows: 

In this matter, the reticent and unsure 
position of the reputable medical profession, 
the honest differences of medical opinion and 
the elastic consciences of some physicians, the 
attractive possibilities of litigation in the eyes 
of some lawyers, and the appalling generosity 
of some juries are converting industrial com- 
pensation into sickness insurance which should 
not be the responsibility of industry alone. 
Public opinion and not medical opinion is now 
the deciding influence in this field. All this 


makes the finely drawn medical distinctions 
of cardiac impairment quite futile insofar as 
their influence on legal interpretation is con- 
cerned, especially in cases of aggravation of 
pre-existing disease. Our disputes will never 
be resolved by clinical statistics, nor indeed 
by any statistics or probabilities so long as 
attorneys can produce physicians who will 
testify to the validity of highly improbable 
possibility. 

Now in answer to a suggestion made by Mr. 
Carey, the American Heart Association’s com- 
mittee on the effect of strain and trauma on 
the heart at the present time is in the process 
of making a detailed scientific study of the mech- 
anism and causes of coronary attacks in the 
hope of building up sufficient knowledge to help 
resolve this dilemma. But it must be realized 
that to reach such a conclusion probably will 
take many years. And in view of the position 
some of our courts take, it makes me wonder 
whether it will pay to reach positive conclusions 
in this area. I am not quite as pessimistic as 
some members of the panel have been in regard 
to rehabilitating cardiacs. I believe that if each 
employer would assume the responsibility to re- 
habilitate his own employees with cardiovascu- 
lar disease, the problem would be greatly mini- 
mized. 
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e HARRY E. DICKSON, M.D. 
Physician-In-Charge 
State Employees’ Health Service, and 
Director, Occupational Health Service 
Georgia Department of Public Health 


The Management of Hypertension 


and “Low Blood Pressure” 


f there were one specifically known etiology of 

hypertension, then from an epidemiological 
study programs of a preventive nature could 
be more easily effected. This is not the case, 
however, thus complicating the early detection 
and management of hypertension in the em- 
ployee. Our present knowledge of this disease at 
best can only relate several variables as possible 
etiological factors, nor can we predict the indi- 
vidual response to these variable factors. 

Some hypertensives live out a normal span of 
years even with alarming elevations; others 
succumb to cardiovascular accidents with rela- 
tive low and insidious blood pressures. All this 
to say that our knowledge of the etiology of this 
disease is indeed limited; nevertheless, because 
of the seriousness of this disease and its compli- 
cations in certain workers, it behooves the in- 
dustrial employer to institute an effective pro- 
gram of early detection and management. 


Program of Early Detection and Referral 


The early detection of hypertension in the 
employee is the first major step in the control 
of this disease. 

The Georgia State Employees’ Health Service 
has a program of multiphasic health screening 
tests designed to attract the employee and to 
counsel him in his own responsibilities toward 
his own health. Multiphasic health screening tests 
are controversial when not properly understood 
and fail when there is not an adequate program 
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Presented at the Workshop “Industry’s Role in a Preventive 
Heart Disease Program,” Jekyll Island, Georgia, September 17- 
18, 1960. 
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in the Employee 


of follow-up. They can be an effective means of 
health education as proved by our four year 
experience. Multiphasic health screening tests 
are feasible when a program of complete annual 
physicals cannot be carried out due to economic 
problems or for the lack of sufficient staff. 

The battery of tests offered by the Georgia 
State Employees’ Health Service is designed to 
find those employees with health problems and 
to motivate them to seek care from their private 
physician. 

In Table I is presented our total experience 
over a four year period in a health education 
program designed to include some 4,000 state 
employees who work in the Capitol area. 

As of September 1, 1960, a total of 3,930 em- 
ployees had been screened at least once, some as 
many as three times. 

The battery of health tests include: weight, 
blood pressure, chest x-rays, urinalysis for al- 
bumin and sugar, blood sugar (2 hour post-in- 
gestion of 50 grams of glucose and 4 hour glu- 
cose tolerance if this is abnormal), hemoglobin, 


TABLE I 
GEORGIA STATE EMPLOYEES’ HEALTH SERVICE 
Four YEAR PROGRAM 


1957 1958 1959 1960 Total 


Total Screenings 1507 2557 1500 1039 6603 
Employees’ Ist Screening .. 1507 1726 344 353 3930 
Repeat Screenings ; 831 1156 686 2673 

Counseling 879 2022 2054 832 5787 

Emergency 551 573 931 1767 3822 

Other { 833 1350** 1424 5750 

y.. wh. ee ere 5985 5835 6101 28565 
*Including 1950 Asian Flu immunizations. 


**Routine immunizations 826. 
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serology, audiometric, visual fields by Harring- 
ton-Flock Screener, and orthorator for distant, 
near and color vision. 

In 1958, a total of 2,557 employees participated 
in this program. The bar graph of Figure 1 
represents the abnormal findings on these tests 
and the shaded areas represents those employees 
not having previous knowledge of these ab- 
normalities. For example, in this year 4.6% 
of these individuals screened had hypertension 
(the criteria will be defined later). Of this 4.6°o, 
about 2.2% new cases were detected. 

Among 3,930 employees having a total of 6,603 
screenings, we have found a prevalence of 8.3% 
with hypertension over a four-year period, i.e., 
to September 1, 1960. 

Our criterion for abnormal blood pressure is 


a consistent reading above 160 systolic and 90 
diastolic. Employees with blood pressure above 
160/90 are rechecked periodically. Those with 
consistent reading above 160/90 are referred to 
their private physician for an evaluation. A 
diagnosis of hypertension is not actually made 
by the Employees’ Health Service. Our results 
are referred to the private physician to diagnose 
and treat as he sees fit. We solicit his coopera- 
tion in keeping us informed as to his disposition 
of these referred employees. 

The prevalence of hypertension depends, of 
course, on the age distribution of the sample 
population. A random survey of 300 medical 
records reveals the age distribution shown in 
Figure 2 among those employees who have 
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Figure 3 
visited the Employees’ Health Service for one 
or another of its services. 

In a program such as this, the first step is to 
determine the prevalence of hypertension, then 
to institute a program of follow-up and manage- 
ment. 

The detection rate on 3,970 employees with a 
total of 6,603 screenings for elevated blood pres- 
sure according to the criteria as previously 
established is presented in Figure 3. 

As has been stated, a prevalence for the four 
year period of 8.3% hypertensives among our 
employees was found. On the first series of 
screenings, 6.72% of the employees were found 
to be hypertensive. On the second battery of 
tests, 1.379% of those previously normal were 
found to have hypertension a year later. Subse- 
quently in our third battery now being offered, 
0.3% were found to have developed hypertension 
over an 18 month period. (These rates are based 
on a random sample of 625 medical charts re 
viewed for this paper.) 
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Figure 4 presents the relationships we have 
found between obesity and hypertension among 
the population studied. Of the 3,970 employees 
surveyed during this period, 16.2% were over- 
weight. Of this group, 12.9% had normal blood 
pressures and 3.3% were hypertensive. The fact 
remains that of 8.3% hypertensives among 
3,930 employees, 38.7% of these were overweight. 

The criteria for overweight used were the 
body frame, weight, height tables as published 
by the Metropolitan Life Insurance Company. 
We add 10% to the maximum weight as listed 
in these charts before labeling an employee 
overweight. 

In cross tabulating the results of 5,564 multi- 
ple health screenings for the years 1957, 1958, 
1959, we determined the prevalence for each 
year and the unique results shown in Figure 
5 were obtained. 

During 1957, the first year, 1,507 employees 
participated in the screening program. Hyper- 
tension by the aforesaid criteria was prevalent 
in a total of 9.6%. Of this number, only .2 of 
1% knew they were hypertensive. During the 
second year, 2,557 employees responded (of 
which 1,726 were first screenings). The preva- 
lence of hypertension among this group of 2,557 
was 4.6% with 2.2% having previous knowledge. 
In 1959, the prevalence on 1,500 employees 
screened (344 for the first time) was 3.3% 
with 1.9% having previous knowledge. 

The prevalence among 1,500 employees in 1959 
is considerably lower than among 1,507 em- 
ployees screened in 1957. The number with the 
knowledge of having hypertension has increased 
from 0.2% to 1.9%. What is the explanation? 

Of the 1,507 screened in 1957, 1156 were re- 
screened in the 1959 series. Some admittedly may 
have received their first battery in 1958; never- 
theless, 77% had at least been screened once 
before the 1959 series. It is reasonable to as- 
sume that our program of early detection and 
referral has netted a calculable return even 
though it obviously has not reduced the preva- 
lence from 9.6% to 3.3%. 

How have these employees with hypertension 
been managed? 


Management of the Employee with Hypertension 


Once it is judged that the employee has a 
consistently elevated blood pressure above 1690 
90, he is counseled by the physician or nurse in 
the Employees’ Health Service and advised to 
consult his personal physician. If the employee 
wishes, the complete results of his health tests 
are referred to the physician with a letter of 
explanation as to the purpose of this program. 
He is asked to advise us of his diagnosis and 
disposition. 
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Many of these employees are placed on medi- 
cation and the physician requests that the blood 
pressure be checked once each week by the Em- 
ployees’ Health Service. Return dates for visit 
to the private physician are prerequisites to 
having the follow-up at the Employees’ Health 
Service. Often, the physician will advise weight 
reduction and leave counseling on diets to the 
nurse in the Employees’ Health Service. 

It may also be necessary to counsel the em- 
ployee on the readjustment of his activities — 
both at work and while off work. This particular 
point may require counseling over a long period 
of time. It is difficult for a very active employee 
to adjust to “slowing down.” 

Even though these employees are under the 
care of their private physician, it is also well 
for them to have periodic examinations by the 
Employees’ Health Service and/or the Industrial 
Medical Department as the case may be. These 
employees must be followed closely, particularly 
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if their elevations are unusually high. Those on 
medical therapy must especially be watched. 

These medications may include: Rauwolfia, 
Veratrum, Hydralazine, Chlorothiazide, Digi- 
talis, Mercurials, Barbiturates, Belladonna de- 
rivatives, and others. Some of these have more 
side effects than the others, but by being in close 
contact with the private physician, and having 
periodic examinations of the employee, the dan- 
gers of these side effects at work can be mini- 
mized. 

The most important factor in managing the 


hypertensive employee is to restrict the physical 
demands of the job to meet his altered health 
status. This is especially true for heavy equip- 
ment operators, machinists, riggers, linesmen, 
craftsmen, truck drivers, or any position where 
the safety of the employee and his associate 


workers is at stake. 

These restrictions will depend on the job and 
the employee as well as the degree of hyperten- 
sion and associated degenerative diseases. Each 
industry must set up its own restrictions. 

Employees with blood pressures consistently 
over 200/100 must be severely restricted ac- 
cording to the following rules: 

1. Weekly or every other week checks by the 

industrial physician or nurse 

Not allowed to operate heavy equipment or 
hazardous machines 

No excess climbing of stairs 

Must work at ground level 

No lifting of weight over 50 pounds 

No excess straining 

These restrictions may be modified for the 
more stable hypertensive, say 170/100. Each 


198 


employee must be evaluated as to his own health 
status and the physical demands of his job. 
Frequent follow-up and counseling is the secret 
of any program of detection and management 
of the employee with “high blood pressure.” 


Evaluation of the Program 


Statistical evaluation of the effectiveness of 
a program of this type, as to the net results in 
lowering the blood pressures is indeed difficult 
on a group basis. Blood pressure readings in 
hypertensives are notoriously variable even 
when repeatedly checked by the same examiner 
and at the same time of day, even following rest 
periods or return for checks the same day. 

Over a four year period, we have followed 61 
hypertensives who have had three batteries of 
screening tests. Many have been rechecked peri- 
odically between screening tests. The variations 
in both systolic and diastolic are so variable 
that it is impossible to group them. The only 
thing noted is that their readings generally 
were above the abnormal ranges. (Figure 6). 

Of this group of 61 who have been studied in 
detail, 28 or 46% gave no previous history when 
questioned as to having any knowledge their 
blood pressure was elevated abnormally. Of this 
group, 25 or 41% were overweight; 65.5% were 
female, 34.5% were male. Their age distributions 
are shown in Table II. 

Of the 61 hypertensives studied, five showed 
a consistent decrease of from 10 to 19 points in 
the diastolic reading over the four years. Three 
gave evidence of a consistent lowering of the 
diastolic between 20-30 points. This is meager 
evidence for the effectiveness of a program of 
early detection and referral. It does not speak 
too favorably for the effectiveness of medical 
management of these 61 hypertensive employees. 

It seems that many variables affect the degree 
of evaluation, even in the unquestionably hyper- 
tensive, most significant of which seems to be 
emotional stress. 

Fluctuating blood pressure of the hyperten- 
sives make statistical evaluation almost im- 
possible in doing group analysis, yet it behooves 
the employer to seek out those employees with 
this disease, refer them for diagnosis and treat- 


AGE DISTRIBUTION 
61 HYPERTENSIVE: 4 YEAR STUDY 


Number Number 
Males Females 


Total 
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ment, and subsequent work restriction if the 
physical demands of the job are not comparable 
to the health status of the employee. 


Low Blood Pressure 


The occupational health physician and the oc- 
cupational health nurse are frequently presented 
with the complaint of “low blood pressure.” This 
is especially true in a high percentage of female 
employees. They have taken everything from 
honey and vinegar to intravenous injections of 
iron cacodylate to “build up the blood pressure.” 

There is no such disease as “low blood pres- 
sure.” To educate employees to this effect re- 
quires considerable tactful counseling. I say tact- 
ful, because this diagnosis has usually been 
made by the private physician. Finding no other 
basis for psychosomatic complaints and a blood 
pressure of 100/60, he immediately informs the 
patient of his findings. 

Actually, normal blood pressures range from 
90/60 to 140/90. Even individual blood pressures 
may occasionally fluctuate between these levels. 

As long as an employee is not in a state of 
hypotension or shock, a blood pressure reading 
of 90/60, all else being considered, is normal for 
that individual. Counseling cautiously is the only 
way to dispel this “old wives’ tale” of “low blood 
pressure.” 


In a few instances, postural hypotension may 
be the case, but this condition is not too prevalent 
among industrial populations. 


Conclusions 


The fact that there is no specific etiology of 
hypertension complicates a control program in 
the field of Occupational Health Services. 

There must be an effective program of early 
detection, counseling, referral, and follow-up. 

Among 3,930 employees screened in the 
Georgia State Employees’ Health Service, we 
have found an over-all prevalence over a four 
year period of 8.3% hypertensives. Of this num- 
ber, 38.7% were overweight. During the first 
battery of multiphasic health tests offered in 
1957, 1,500 employees participated. That year, 
we had a prevalence of 9.6%. By the third series 
in 1959, this figure had been reduced to 3.3%. 
In 1957, 0.2% knew they had an elevated blood 
pressure. Of the prevalence of 3.3% hyperten- 
sive in 1959, 1.9% knew of their history. 

While statistical evaluation of blood pressure 
readings are difficult for group analysis, we can 
attribute part of the above decreased prevalence 
to our program of early detection, referral, 
counseling, and follow-up on the multiphasic 
health screening tests offered in the Georgia 
State Employees’ Health Service. 


Periodic Electrocardiograms Recommended 


At least 10 to 15% of heart attacks apparently 
occur without producing any symptoms whatever. 
A significant number of these “silent” attacks can 
be detected through routine, periodic electrocardio- 
grams, which in turn may open the way to effective 
secondary prevention of coronary disease. 

This recommendation for widespread electro- 
cardiography was made by Drs. H. A. Lindberg, 
D. M. Berkson, J. Stamler and A. Poindexter, and 
is based on findings in a recently completed four 
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year study, aided in part by the Chicago Heart Asso- 
ciation. During the course of the study, 756 male 
employees of a Chicago utility corporation, aged 50 
to 59, underwent a yearly physical examination in- 
cluding electrocardiography. Forty-one new cases of 
coronary heart disease developed of which 20 were 
definite heart attacks. Three of the 20 employees — 
or 15% — had heart attacks which occurred with- 
out causing any noticeable distress and would not 


have been diagnosed except for the E.C.G. 
—-Heart Research Newsletter, Winter, 1961, issue. 





Dr. Ethel Browning, lately Her Majesty's In- 
spector of Factories, London, England, be- 
came an Honorary Member of the American 
Industrial Hygiene Association at its confer- 
ence in Detroit last month. To the left, she 
is shown accepting her Certificate of Mem- 
bership from Mr. Jack C. Radcliffe, President 
of the Association. 








INDUSTRIAL HYGIENE IN GREAT BRITAIN 


e ETHEL BROWNING, M.D. 


he industrial medical services in Britain are 

partly statutory, partly voluntary. The statu- 
tory services are under the jurisdiction of the 
Factory Department of the Ministry of Labour, 
and the Factory Inspectorate includes technical, 
engineering, electrical, chemical, and medical in- 
spectors. The medical inspectors are directly 
concerned with health problems and research 
into industrial hazards. They help and advise 
their technical colleagues in the areas to which 
they are assigned, and they also superintend the 
work of the Appointed Factory Doctors, former- 
ly known as Examining Surgeons. These Ap- 
pointed Factory Doctors have the task of exam- 
ining young persons before employment and at 
intervals up to the age of 18, and of workers 
employed in some processes regarded as “dan- 
gerous,” such as lead compounds, chromium plat- 
ing and chemical works. 

Voluntary medical services are those instituted 
and maintained by the employers and include 
doctors and nurses. They exist mainly in large 
factories; in small firms, employing up to 50 
workers, of which there are a large number in 
Great Britain, these services are rare, though 


Response to election as an Honorary Member of the American 
Industrial Hygiene Association, Detroit, April, 1961. 
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in some cases several of such small factories 
will combine to engage the services of one doctor. 

In 1935, when the number of doctors in indus- 
try had begun to increase fairly rapidly, the 
first Association of Industrial Medical Officers 
decided to form itself into its own group, with 
an initial membership of 35. In 1961, the total 
number of members is 1038. 

The general Association includes regional 
groups, each of which has its own Chairman and 
Honorary Secretary and arranges its own meet- 
ings, dinners and other social occasions. The 
purpose of the Association, as stated in its 
Constitution is “scientific study, social inter- 
course and mutual help.” We have an active so- 
cial side, and one of our most enjoyable and 
instructive features is what we call “Field 
Days.” On these days we visit factories, to 
which one or more of our members act as Medi- 
cal Officers, or scientific establishments such as 
the Radiological Protection Service, or institu- 
tions such as the British Overseas Air Corpora- 
tion. I must say that the Directors of these 
firms and establishments are always most gen- 
erous in offering us hospitality and every facility 
for examining their industrial and _ scientific 
processes and medical departments. We do not 
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always confine ourselves to workaday projects. 
One of our most successful and enjoyable out- 
ings was when the London group paid a visit 
to the Brussels Exhibition. It was strenuous; 
we left London on Friday evening, travelled all 
night by train and boat, spent the day exploring 
the Exhibition, dined in Brussels and returned 
home the same night, arriving in London at 
7:30 a.m., but we all felt it was well worthwhile. 

There are two other British associations for 
the promotion of industrial hygiene — the 
3ritish Occupational Hygiene Association and 
the Ergonomics Research Society. The British 
Occupational Hygiene Association, founded in 
1953, resembles perhaps more closely your As- 
sociation, since it includes not only doctors but 
also engineers, physicists, chemists and others 
interested in technical matters. Its object is 
cited as “the advancement of occupational hy- 
giene by bringing together people who are en- 
gaged in the practice of industrial hygiene or 
research into its problems.” Its motto, which I 
think is applicable to all such “people,” is “Felix 
qui potuit rerum cognoscere causas,” which be- 
ing loosely translated means “Happy is he who 
knows the causes of things.” 

The Ergonomics Research Society was founded 
in 1949 with the object of bringing together 
those who are studying the design of equipment 
for human use and the relation between human 
performance and the working environment — 
in other words, fitting the man to the job and 
the job to the man. It therefore embraces in- 
terests in anatomy, physiology, experimental 
psychology, industrial medicine, engineering. 

All these associations have helped greatly by 
their teamwork of doctors, scientists, chemists, 
and engineers to improve the health and wel- 
fare of the individual worker and to advance the 
prestige of occupational medicine in general. 

Whatever the differences in procedure in Bri- 
tain or America, our aims are the same the 
promotion of the welfare of the workpeople en- 
trusted to our charge. This, in my opinion, and 
I am sure in that of the vast majority of the 
industrial medical officers in both our countries, 
is the fundamental raison d’étre of the works 
doctor. 

We have not yet succeeded in eliminating all 
the sources of injury, actual or potential, which 
can arise even in the best regulated processes, 
but we have gone some way towards it. If I 
may make a reference to my own personal ex- 
perience, I should like to mention the case of 
the luminisers. Some of those girls suffered 
severely after the first World War as the result 
of the lack of knowledge and experience at that 
time of the effects of radium in the painting of 
instruments and dials with luminous paint. 
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When I was called upon, in my function as a 
Medical Inspector, to take charge of the clinical 
and haematological examinations of all the 
luminisers in Britain, I should have had no 
idea what to look for and guard against had it 
not been for access to the publications of those 
industrial physicians in America who had been 
public-spirited enough to give to the world the 
results of their experience. The contrast between 
what happened to these unfortunate women and 
the practical harmlessness of their similar oc- 
cupation in World War II is an outstanding 
example of what medical research and careful 
precautions can accomplish in the field of indus- 
trial medicine. In Britain, under the direction 
of the later Senior Medical Inspector of Fac- 
tories, Dr. Bridge, these principles were rapidly 
put into effect and embodied in the Luminising 
(Special) Regulations, which were applied with 
great stringency and with equally great success. 
Similarly, the experience of medical officers and 
industrial hygienists of the serious, sometimes 
fatal, results of chronic exposure to that bug- 
bear of the chemical and other industries, ben- 
zene, has been acted upon, with great diminution 
of its potentiality for harm. 

The same applies to many other more or less 
deadly toxic agents which must be used, but can 
be used with comparative safety. New dangers 
arise with new industries and we still have 
difficult problems to face. Doctors, hygienists 
and engineers must all work together if they 
are to be solved, but we are all dedicated to the 
same purpose, the endeavour to protect the 
health and life of those who must, for the sake 
of productivity, use the ever-increasing number 
and variety of tools of industry. 

It is also our duty to see that the worker un- 
derstands enough of the possible hazards of the 
use of some of these tools to take advantage of 
the precautionary measures provided without 
setting up worry and misgiving which may affect 
their health in a way that only a psychologist 
‘an fully understand. Most of us are not psychol- 
ogists, but it is up to us, if we are to help to 
preserve the balance between mind and body 
which is a fundamental factor in full health, to 
understand something of the mental and emo- 
tional outlook of those who work with their 
hands. 

Industrial medicine has completely justified in 
the past its existence as a special branch of medi- 
cine, and its horizon widens every day, with 
ever-increasing opportunity for extending its 
benefits to humanity. I am glad to think that 
in both our countries the willingness and the 
ability to grasp such an opportunity are repre- 
sented in our membership in closely related as- 
sociations of industrial medicine. 





Adventures 


in 


Avocation 


Thornton |. Boileau, M.D. 
With his Gemlap Equipment 


JEWELS WORTH A MIND‘’S RANSOM 


t was in the Far East during the war that I 
first saw native lapidaries patiently working 
stones on crude equipment that had not changed 
in centuries. They lived in poverty and had little 
to be happy about, but the objects created by 
these simple people were beautiful. They seemed 
Thornton !. Boileau, M.D., Director of the | so pleased with what they were doing, that I 
Boileau Clinic in Birmingham, Michigan, was | doubt if the word neurosis has a counterpart in 
for a number of years Medical Director of their language. 
the Murray Corporation of America. During And so, in the evenings of postwar restless- 
World War Il, he was with the Flight Surgeon, ness, I was fortunate enough to find a Lapidary 
804th Medical Air Evacuation Squadron, 5th | course nearby and embarked on one of the 
cit Force, serving in the Southwest Pacilic and | nicest hobbies I know. It is surprising how 
lowing, in his words, is a description of his 
hobby and an explanation of its immense sat- 
isfaction to this industrial physician. 


quickly one learns the little tricks that change 
a rough, uninteresting bit of stone into a lovely 
polished gem. It seems to be the making of things 
with one’s hands, and the creation of something 
tangible, that fills the gap for those of us in 
the medical profession. You become absorbed in 
the mechanics of making something, and all of 
the day’s problems are completely forgotten. If 
you are not careful, the time will be late. 
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One soon learns that some of the nicest rough 
material is available for the taking in our own 
outdoors. Summer vacation trips will soon be 
routed through areas where agate, obsidian, 
jade, and sapphire may be found. Before you 
know it, the whole family will become rock 
hounds and look over creek beds as if the mother 
lode was just around the corner. After a sum- 
mer of fun, prospecting, and trading with 
friends, the loot is hauled home to be sorted and 
cut. Patients will bring sacks of “‘pretty” stones 
that they have risked life and limb for, but 
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which usually end up in the rock garden. As the 
cutting technique improves and knowledge of 
material develops, we become more discriminat- 
ing and at times, almost fussy. 

The equipment necessary need not be large 
or unduly expensive. It doesn’t take up much 
room and can be located in almost any corner 
of the workshop or basement. For the beginner, 
probably the most practical is the unit with the 
wheel running horizontally and mounted in a 
small metal tub. The various grinding and pol- 
ishing wheels are interchangeable and on some, 


May, 1961 


even a small saw is provided. With this type unit, 
all cabochon can be done. Of course as we ad- 
vance, it is likely that the production of faceted 
stones will be a challenge, and for this, a special 
attachment of a faceting head is necessary. 
However, this may be added later and, as with 
most hobbies, you will develop a few ideas of 
your own: some make gem carvings, cut spheres 
or bowls. Suddenly, making big ones into little 
ones has become respectable. 

To get instruction and advice in gem cutting 
is usually easy. In most large cities, there are 
courses given and local societies. If not, you 
will find any lapidary the most willing helper 
imaginable. There are several good journals and 
a number of excellent books on the subject avail- 
able, but it is well to see and go over equipment 
with someone who has used it before purchasing 
your own. Most of us develop special interests 
in certain stones, and if you happen to discuss 
jade or opal, speak softly, or I will be over. 

Now as to the usefulness of your handicraft; 
have no fear, the wife, daughter and friends will 
make it difficult to keep these special gems for 
your own collection. And then, incidently, there 
is a quiet peace of mind that one derives from 
helping nature display the beauties of her crea- 
tion to a little better advantage. 

—THORNTON I. BOILEAU 


Star Ruby 





1961 AMERICAN INDUSTRIAL HEALTH CONFERENCE 


‘The total registration for the 1961 Industrial 

Health Conference, held at the Biltmore Hotel 
in Los Angeles, was 1529. This figure includes 
669 physicians and 327 nurses. 


IMA Officers 


At the annual business meeting of the Indus- 
trial Medical Association, the following new 
officers and directors were elected: 

President: GRADIE R. ROWNTREE, M.D., Fawcett- 

Dearing Printing Co., Louisville, Kentucky. 

President-Elect: H. GLENN GARDINER, M.D., In- 
land Steel Co., East Chicago, Indiana. 

First Vice-President: JOHN L. NORRIS, M.D., 
Eastman Kodak Co., Rochester, New York. 
Second Vice-President: EDWARD J. SHOWALTER, 
M.D., Western Electric Co., New York, New 

York. 

Secretary: EMMETT B. LAMB, M.D., Internation- 
al Harvester Co., Indianapolis, Indiana. 

Treasurer: JERMYN F. MCCAHAN, M.D., Western 
Electric Co., Chicago, Illinois. 

Board of Directors, 1961-1964: PRESTON N. 
BARTON, M.D., General Motors Corporation, 
Meriden, Connecticut. 

JOHN F. SHRONTS, M.D., General Mills, Inc., 
Minneapolis, Minnesota. 

GORDON A. SINCLAIR, M.D., Imperial Oil, Ltd., 
Toronto, Canada. 

RICHARD A. SUTTER, M.D., Sutter Industrial 
Clinic, St. Louis, Missouri. 

ROBERT A. WISE, M.D., Humble Oil & Refining 
Co., Houston, Texas. 


Meritorious Service Award 


E. S. JONES, M.D., Hammond, Indiana, is the 
recipient of 
the Meritorious 
Service Award. 
Dr. Jones, Chair- 
man of the Occu- 
pational Health 
Institute, is a 
past president 
of the Indus- 
trial Medical As- 
sociation and a 
diplomate of the 
American Board 

E. S. Jones, M.D of Preventive 
Medicine. He 


Los Angeles, California 


April 11-13, 1961 


has also received a citation for meritorious serv- 
ice from the President’s Committee for the 
Physically Handicapped. 


Knudsen Award 


O. A. SANDER, M.D., Milwaukee, Wisconsin, was 
selected for the 
Knudsen Award. 
Dr. Sander is 
Associate Clini- 
cal Professor of 
Medicine at the 
Marquette Uni- 
versity School of 
Medicine and 
Visiting Lectur- 
er at the Uni- 
versity of Wis- 
consin Medical 
School. He is a 
diplomate of the 
American Board of Preventive Medicine and 
author of numerous papers on occupational dis- 
eases of the lung. He is a fellow of the American 
College of Physicians and is a member of the 
Board of Directors of the National Tuberculosis 
Association. 


O. A. Sander, M.D. 


Merit in Authorship Award 


G. W. H. SCHEPERS, M.D., D. Sc. was awarded the 
Merit in Au- 
thorship Award 
for his series, 
“Theories of the 
Causes of Sili- 
cosis,’’ which 
appeared in the 
July, August 
and September, 
1960, issues of 
Industrial Medi- 
cine and Sur- 
gery. Dr. Sche- 
pers, pathologist 
at the Haskell 


G. W. H. Schepers, M.D., D. Se. 
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Laboratory for Toxicology and Industrial Medi- 
cine of the E. I. du Pont de Nemours and Com- 
pany in Wilmington, Delaware, is the author 
of some 90 papers in the scientific journals and 
currently is engaged in research on biological 
adaptations to physical and chemical stresses. 
He is a native of the Union of South Africa. 


Health Achievement in Industry Award 


The Chrysler Corporation of Detroit, Michi- 
gan, has. been 
given the Health 
Achievement in 
Industry Award. 
“Chrysler Cor- 
poration has 
demonstrated 
that an enlight- 
ened manage- 
ment can achieve 
the highest qual- 
ity of occupa- 
tional medical 
services through 
a dedicated med- 
ical department. And it can render to its em- 
ployees all the required preventive, therapeutic 
and rehabilitative measures without stepping be- 
yond the bounds of accepted and approved occupa- 
tional health programs. Another important fac- 
tor in Chrysler’s medical program is the scope 
of its research activities into plant and environ- 
mental hazards as well as studies into diseases 
and conditions which may help the community 
at large,” remarked Dr. Richard A. Sutter in 
his presentation speech. The award was accepted 
by MR. JOHN LEARY, Chrysler Corporation Vice- 
President in charge of personnel. MARION W. 
JOCZ, M.D., Corporate Medical Director of Chrys- 
ler initiated the program of staff diagnostic and 
consulting services in the early 1940’s. The cur- 
rent corporate medical policy and organization 
was developed in 1958 under his direction. 


Scientific Exhibits 


From the 13 scientific exhibits on display at 
the Conference, awards were made to the follow- 
ing: 

First place: ‘The Inflamed Eye,” DAN M. GOR- 
DON, M.D., New York Hospital-Cornell Medical 
Center, New York City. 

Second place: “Closure of Skin Incisions 
Without Sutures,’’ THEODORE GOLDEN, M.D., AL- 
BERT LEVY, M.D., and WILLIAM T. O’CONNOR, M.D., 
St. Vincent’s Hospital, New York City, and 
Veterans Administration Hospital, East Orange, 
New Jersey. 

Third place: “Varicose Veins and Thrombo- 
phlebitis,” ALBERT FIELDS, M.D., Los Angeles. 


Marion W. Jocz, M.D. 
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Mr. John D. Leary, Vice-President, The Chrysler 
Corporation, accepts Health Achievement in Industry 
Award from R. A. Sutter, M.D. 


Occupational Health Institute 


The new President of the Occupational Health 
Institute is EARL A. IRVIN, M.D., of Dearborn, 
Michigan. ROBERT E. ECKARDT, M.D., Linden, New 
Jersey is Vice-President. 


American Association of Industrial 


Nurses 


At the nineteenth annual meeting of the 
American Association of Industrial Nurses, RUTH 
WHITFIELD, R.N. of New York City was elected 
President. Miss Whitfield, a supervising nurse 
for Texaco, Inc., will serve a two year term. 
A graduate of Presbyterian Hospital in New 
York and Columbia University Teachers College, 
she is a past president of the New York State 
Association of Industrial Nurses and of the 
Greater New York Association of Industrial 
Nurses. She succeeds Margaret L. Steele, R.N., 
of St. Louis, Missouri, who has served as Presi- 
dent of the Association since 1959. 

Other new officers include: MARIESTHER JOHN- 
SON, R.N., First Vice President; EDNA WATSON, 
R.N., Second Vice-President; MARY WHALEN, R.N., 
Third Vice-President; MABEL ZACHARY, R.N., 
Recording Secretary; JOYCE BENOIT, R.N., Finan- 
cial Secretary ; and EVELYN JOHNSON, R.N., Treas- 
urer. Six Directors were named: MARY DEEGAN, 
R.N., PAULINE MELTON, R.N., RUTH PATTERSON, 
R.N., CONSTANCE POWERS, R.N., EDITH RUSSELL, 
R.N., and ELEANOR WILLIAMS, R.N. 





THE AMERICAN INDUSTRIAL HYGIENE ASSOCIATION 


Twenty-third Annual Conference 


Detroit, Michigan, April 9-13, 1961 


he age of legal maturity for persons is fixed 

by law, but for some persons real maturity 
never arrives. The attainment of maturity by 
scientific associations is not fixed by enactment, 
but as to the American Industrial Hygiene Asso- 
ciation there is no uncertainty. In its Detroit 
sessions under the Presidency of Jack C. Rad- 
cliffe, that association demonstrated a high order 
of professional maturity, durability and respon- 
sibility. 

For AIHA the year 1961 was crucial. For the 
first time in its scientific sessions, it stood apart 
from related bodies with which it had long con- 
vened, although the Detroit sessions were con- 
ducted simultaneously with the American Con 
ference of Governmental Industrial Hygienists, 
under the Presidency of General W. L. Wilson. 
Prior to the Detroit sessions there may have 
been some misgivings that AIHA possessed the 
capacity to stand as an integer. After the sessions 
there were none. 

The solid core of evidence of the stability of 
AIHA was the high order of scientific presenta- 
tions. Through no procedure under Heaven given 














Mr. Radcliffe (left) presenting the Cummings Me- 

morial Award posthumously granted to Mr. Manfred 

Bowditch. The recipient in behalf of Mrs. Bowditch is 

Thomas L. Shipman, M.D. The smiling lady is Mrs 
Radcliffe. 


to reporters is it possible to portray in ample 
and satisfactory manner, the merits of scores of 
technical pronouncements. In detailed printed 
form over the months to come this evidence will 
become apparent. Better lending themselves to 
narrative account are the ceremonials, the trap- 
pings and the festivities. Among such are the 
following items: 

The newly elected officers of AIHA are: 

President: W. G. HAZARD. 

President-Elect: K. M. MORSE. 

Treasurer: H. E. STOCKINGER. 

Secretary: W. S. JOHNSON. 

Executive Secretary: G. D. CLAYTON. 

New Directors: A. C. EINERT 
J. C. CHOLAK 
H. J. PAULUS 

The highest bestowal of AIHA is its Cum- 
mings Memorial Award. This year this award 
was made posthumously to MR. MANFRED BOW- 
DITCH, the late Industrial Hygiene Director of 
the Lead Industries Association, New York. An 
appropriate record of the life, attainments and 
contributions of Mr. Bowditch was _ presented 
by Thomas Shipman, M.D., of Los Alamos, New 
Mexico. 

The dramatic event of the Detroit sessions of 
AIHA was the investment of four distinguished 
industrial hy- ; 
gienists with 
honorary mem- 
bership. Those 
as honored were: 
ETHEL BROWN: 

ING, M.D., Lon- 

don, England, 

Lately Her 

Majesty’s In- 

spector of Fac- 

tories. 
SLARENCE D. 
SELBY, M.D., 
Formerly Medi- 
cal Director, General Motors Corporation, Port 
Huron, Michigan. 

FRANK A. PATTY, Formerly Director of Indus- 
trial Hygiene, General Motors Corporation, 
Marine City, Michigan. 


Clarence D. Selby, M.D. 
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Mr. Radcliffe (left) presenting to W. F. Von Oettin- 
gen, M.D., Ph.D., Certificate of Honorary Member- 
ship in the Association. 


W. F. VON OETTINGEN, M.D., Department of 
Health, Education, and Welfare, Public 
Health Service, Bethesda, Maryland. 

The only other living honorary members on 
this coveted roster of AIHA are: ALICE HAMIL- 
TON, M.D., ROYD R. SAYERS, M.D., A. G. CRANCH, 
M.D., CAREY P. MCCORD, M.D., A. J. LANZA, M.D. 
The text of Dr. Browning’s speech accepting 
honorary membership appears in this journal 
on page 200. 

Currently there are 1194 members of AIHA. 
Attending the Detroit sessions were 750 per- 
sons. This high registration, the highest in the 
history of the association, reflects a dedication 
and devotion seldom achieved in scientific bodies. 

The 1962 assembly of AIHA will be staged in 
Baltimore, Maryland. There again the associa- 
tion will stand on its newly found sturdy legs. 





Mr. Radcliffe (right) presenting the Certificate of 
Honorary Membership in the Association to Mr. Frank 
A. Patty. 
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Mr. W. G. Hazard (left), the new President of the 

AIHA, presenting a plaque to Mr. Jack C. Radcliffe, 

retiring President: "Presented to J. C. Radcliffe in 

recognition and grateful appreciation of creative and 

inspiring leadership as president of this Association 
during 1960." 


American Conference of Governmental 
Industrial Hygienists 


DR. W. L. WILSON, Chief, Occupational Health 
Section, North Carolina State Board of Health, 
was elected Chairman of the American Confer- 
ence of Governmental Industrial Hygienists at 
the organization’s annual meeting. MR. ANDREW 
D. HOSEY, Chief, Training Operations Section, 
Division of Occupational Health, Public Health 
Service, U. S. Department of Health, Education, 
and Welfare, was elected Secretary-Treasurer. 

DR. HERVEY B. ELKINS, Director of the Division 
of Occupational Hygiene, Massachusetts Depart- 
ment of Labor and Industries, received the 
Award of Merit of the American Conference of 
Governmental Industrial Hygienists. 

Dr. Elkins was cited for his outstanding and 
sustained contributions to industrial hygiene 
and to governmental industrial hygiene in par- 
ticular. 

Dr. Elkins was especially commended for (1) 
his work in validating and establishing threshold 
limit values through careful analytical chemical 
examinations and observations of the response 
of workers at specific levels of exposure; (2) his 
correlation of atmospheric exposure levels with 
corresponding chemical levels found in the blood 
or urine of the exposed worker; (3) his publica- 
tion of an extremely useful and authoritative 
reference book which has made his studies avail- 
able to others; (4) his long-time efforts in the 
development and adoption of effective labelling 
regulations for hazardous chemicals used in our 
nation’s workplaces; and (5) for his develop- 
ment of procedures for the effective operation 
of an industrial hygiene program in an official 
governmental agency. 








Medically Irrelevant 





is this a Gastric Curette ? 


Jrom time to time this Journal publishes photo- 

graphs of odd objects seeking identification 
by readers. These objects could be surgical in- 
struments but not necessarily are such. Some 
objects earlier published have never been identi- 
fied by readers. For one it was necessary to send 
to the Silver Vaults in London, but even there 
the identification made was a cautious one with 
some reservation. 

Here is another. To the first person sending 
in the correct identification, the object itself 
will be awarded. That will be no great boon. Yet 
the fact remains that few of these instruments 
may be found in the United States. 

This Journal will wait two months. If no one 
has provided the correct identification the an- 
swer will be published in the next issue. Then 
the object itself will be stored away in this 
Journal’s museum of oddities, presently consist- 
ing of one desk drawer. 





Letters 





To The Editor: 


In the March, 1961, issue of Industrial Medi- 
cine and Surgery, Vol. 30, No. 3, page 101, 
there is an article, “Tennis Leg A New 
Method of Treatment,” by Eugene J. Morhous, 
M.D. Several of us have read this article and 
we wish to take exception to it on several 
grounds. First of all, the term “Tennis Leg” 
should really be discarded, inasmuch as this is 
not specific in its implication. Furthermore, in 
the past the term has fairly well, but question- 
ably, been reversed for a sudden tear of the 
plantaris. Apparently, this author now tries to 
change the meaning of the term “Tennis Leg” 
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to a partial tear of the medial head of the gastroc- 
nemius at the musculotendinous juction. This 
is a definite entity; why not call it exactly what 
it is? 

Secondly, we disagree with the author’s 
implication that a torn muscle can be cured by 
the injection of procaine and prednisolone. We 
agree that this will relieve the patient’s symp- 
toms but certainly is not a cure all. 

—CLAUDE WN. LAMBERT, M.D. 


To The Editor: 


I wish initially to thank Dr. Lambert for tak- 
ing the time to write regarding this article. I 
believe the points he raises are certainly well- 
founded. 

The term “Tennis Leg” is admittedly a poor 
one but did not originate with me, having been 
used in the literature on this subject for many 
years, particularly by European authors. It is 
comparable to the widespread use of the misno- 
mer “hay fever” in this country. As was pointed 
out in the article, none of the cases treated in 
this series occurred as the result of playing 
tennis, however, it would be presumptuous of 
me to offer a change in terminology following 
this meager contribution. Further, I have no 
suggestions or ideas regarding a more accept- 
able term. I offer this chore to the lexicog- 
raphers. 

Prior to developing greater interest in this 
condition I had always felt, as Dr. Lambert and 
many others, that the primary involvement was 
in the plantaris. However, all of the definitive 
investigations cited in the paper, involving ac- 
tual surgical exploration, failed to confirm this 
concept but rather demonstrate the pathology to 
be in the gastrocnemius. I believe our erroneous 
concept originated from anatomical teachings 
that were unfortunately clinically unconfirmed. 
Personally, I have now ridden the polemical 
pendulum to the diametrically opposite concept 
that a symptom entity involving trauma of the 
plantaris does not exist outside of the anatomy 
laboratories. 

The use of the term “cure” was unwise. It 
was used to denote complete relief of all symp- 
toms which is, of course, academically not neces- 
sarily a cure of the underlying pathology. I re- 
gret its use and appreciate Dr. Lambert pointing 
out its inaccuracy. —-EUGENE J. MORHOUS, M.D. 


ERRATUM 


In the article, “Tennis Leg — a New Method 
of Treatment,” 30:3, p. 101 (March, 1961), the 
term “plantar extension” should be substituted 
in place of “plantar flexion.” 
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Kooks 


Toxicity of Industrial Metals 


Ethel Browning, M.D. $10. Pp. 325. Butterworth 
& Company, London, 1961. 





Any book by Ethel Browning will be rated 
as fundamentally sound before any reading. 
Having examined this present book it is not 
astonishing to discover that the trust just men- 
tioned has not been abused. In the opening 
chapter on a specific metal the author identifies 
herself and her book as of British origin by the 
use of “Aluminium.” The name first proposed 
by Davy, not that he was its discoverer, was 
“alumium.” This was changed by him to “alu- 
minum” but later to “aluminium” to be consonant 
with sodium, potassium, lithium, and others. 
There is substantial authority for the use by 
the author of “aluminium” and for the use in 
this country and some others of “aluminum.” 
All debate is but quibbling. 

There are many old classifications of metal; 
such as the precious metals, the useful metals, 
the heavy metals and others. All such classifica- 
tions are artificial and well-nigh useless. At the 
present time all metals are useful. On this account 
this author has avoided all attempts at groupings 
of the metallic elements. 

Yet it might be assumed that some oppor- 
tunity exists for the grouping of metals in terms 
of kinship in their major injurious activities. 
It is strikingly true but with a few exceptions 
that metals as to their harmful properties are 
individualistic. Taking the four metals that be- 
gin with the letter ‘“m,” magnesium, manganese, 
mercury and molybdenum, no two present much 
kinship in their damaging properties. This is 
true for practically all other metals. It is praise- 
worthy that this author has avoided any group- 
ing in terms of pathology. 

This paves the way for the presentation of 
metals on an alphabetical basis from aluminium 
to zirconium. Forty-four metals constitute chap- 
ter headings. Possibly a few more might have 
been included, but the author is careful to 
specify that she is concerned only with “princi- 
pal” metals. Because of slight importance from 
the industrial toxicological point of view three 
metals were omitted; calcium, potassium and 
sodium. No mention is made of the metalloids 
with the exception of phosphorus, and that only 
to its exclusion. 

A characteristic of all of this author’s book 
publications is orderliness and conformity to a 
somewhat fixed pattern of presentation. Thus in 
each chapter there are such uniform section 
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headings as to metals as: occurrence; properties; 
production, industrial uses; metabolism; toxic 
effects in animals; toxic effects in human beings 
and bibliography. Any reader knowing what be 
sought will be served by this arrangement. 

A concise review of this book may be found 
in one paragraph of its preface: 

This book is intended to represent a survey 
of the main features of the occurrence, prepara- 
tion, physical and chemical properties, metab- 
olism, and toxicology of the principal metals 
encountered in modern industry. Special atten- 
tion has been devoted to the metabolic fea- 
tures: first, from the point of view that a 
knowledge of their paths of absorption, excre- 
tion and distribution within the body may in- 
dicate how and where their potential toxic 
effects are likely to be exerted and therefore 
in some measure how these effects can be pre- 
vented; secondly, with a view to the increasing 
importance of the possibility of the entry of 
some of them in radioactive form from nuclear 
fall-out. The radioactive aspect has not been 
examined in detail, except where experiments 
with labelled metals have been carried out to 
elucidate their metabolic behaviour. A full 
description of this aspect of the subject be- 
longs properly to publications devoted exclu- 
sively to nuclear physics. 

The over-all appraisal of this book becomes a 
matter of simplicity. For anyone devoted to oc- 
cupational diseases, whether the industrial physi- 
cian, the toxicologist, or the industrial hygienist, 
this book will prove as indispensable as the 
Book of Common Prayer for the vicar. 


Advances of Biology of the Skin. Volume 
|, Cutaneous Innervation 


William Montagna, Editor. $10.00. Pp. 203, illus-. 
trated. Pergamon Press, New York, 1960. 


This relatively brief book consists of papers 
presented at the symposium on “The Biology 
of Cutaneous Innervation,” held at Brown Uni- 
versity, January 24 and 25, 1959. The articles 
arranged in nine chapters present the newest 
knowledge of structure, patterns, and histo- 
chemical characteristics of cutaneous nerves 
and end organs, central patterns of afferent im- 
pulses, mechanisms of common sensitivity, and 
structures, processes and pathophysiology of 
itching. The authors are all well-known English 
or American investigators. 

Over-all quality and readability is good for a 
presentation of this type. For those interested 
in cutaneous innervation, this concise, authorita- 
tive little volume will provide a valuable source 
of fundamental up-to-date information on the 
subject. —LEO J. MIEDLER 
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Proceedings of the Pneumoconiosis 
Conference, Witwatersrand, 
Johannesburg, 1959 


A. J. Orenstein, Editor. $22.50. Pp. 632. Little, 
Brown and Co., Boston, 1960. 


About every 10 years there is staged some- 
where in the world a major conference on the 
pneumoconioses. The last was conducted at the 
University of Witwatersrand, Johannesburg, 
South Africa, in 1959. This was no hurried affair. 
More than two weeks were devoted to deliberate 
but not leisurely discussions of all aspects of 
the pneumoconioses. It would appear that no 
aspect of the dusty lung diseases was omitted 
and from the size of the published record it 
would appear that no word failed to reach this 
stage of print. Sixty-seven members constituted 
this conference with representation from many 
of the industrial countries. The United States 
had the following representatives: Dr. T. F. 
Hatch, University of Pittsburgh, Pa.; Dr. E. P. 
Pendergrass, Hospital of University of Pennsy]l- 
yania, Philadelphia; Dr. O. A. Sander, Marquette 
University, Milwaukee, Wis.; and Dr. A. J. 
Vorwald, Wayne State University, Detroit, 
Mich. 

It is impossible rightly to review these elabor- 
ate proceedings. From nearly five pages that 
merely list the contents, a few items are picked 
at random to reflect the trend of the discussions: 

The Radiological Diagnosis of Early Silicotic 
Nodulation. 

How Much Physiological Information Can Be 
Obtained from a Plain Radiograph? 

Changes in Clinical, Pathological and Radio- 
logical Findings Due to Ageing. 

Proposed New International Classification of 
the Radiographs of Pneumoconiosis. 

The Part Played by Free Silica in the Patho- 
genesis of Coal Workers’ Pneumoconiosis. 

The Clinical and Epidemiological Aspects of 
the Role of Tuberculosis in Pneumoconiosis. 


Statistical Studies on Dust Exposure, Occu- 
pational Type, Age of Entry, Physical Character- 
istics of Entrant and Progression in Relation 
to Pneumoconiosis. 

It is readily understandable why the pro- 
ceedings of the conference in February of 1959 
would not come to the hands of some until well 
into 1961. The assembly and editing of scores 
of manuscripts must have constituted a stupend- 
ous task. However, this volume is well worth 
the waiting. For all physicians, industrial hy- 
gienists, and others concerned with industrial 
lung disease this book may well serve as a guide 
until the next major conference, indefinitely some 
10 years ahead and at this time perhaps wholly 
unplanned. In truth, this volume will be useful 
not merely up to the next conference but for 
many other years to come. 


Modern Trends in Occupational Health 


R. S. F. Schilling, Editor. $13.50. Pp. 313, illus- 
trated. Butterworth & Co., Ltd., London, 1960. 


Dr. Schilling, as editor, has assembled an en- 
gaging book consisting of 21 chapters written 
by 25 distinguished authors. This is not a 
comprehensive text on occupational health. Nor 
was it intended so to be, but as planned and as 
indicated in the title this book represents an 
appraisal of the immediate in occupational 
health with particular reference to the British 
Isles. The lack of continuity which here is not 
a fault is reflected in the titles of five successive 
chapters: Industrial Pulmonary Disease, The 
Toxicology of Metals, Safety in the Use of 
Pesticides, Occupational Cancer, Radiation Haz- 
ards. 

This book is not a single portrait of occupa- 
tional health, but a series of portraits, the whole 
constituting an exhibition of portraits of new- 
ness, trends, and the present state of occupation- 
al health. If you would know what is going on 
in occupational health, read this book. 
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“Titleosis” 


uring the late war certain Army bases were 
considered incompletely staffed unless they 
had a “Psychiatric Officer.” There weren’t 
enough psychiatrists to go round, but Psychi- 
atric Officers were appointed nevertheless. At a 
camp in the South a young lieutenant, critically 
injured in an automotive accident, had difficulty 
in swallowing. Promptly the newly appointed 
Psychiatric Officer ordered him into the ward 
of barred windows and locked doors. “Emotional 
block,” he said. “The lieutenant wants to go 
home.” Fortunately for the lieutenant it was 
discovered in time that he had a broken neck. 

Another “brevet psychiatrist’ — this one 
at an Army base where many civilians were 
employed — submitted to a leading medical 
journal for publication under his name, an im- 
pressive looking article on psychiatry in in- 
dustry. The editor returned it, pointing out 
that, except for the opening and closing sen- 
tences, it was a verbatim copy of the contribution 
of a well known industrial psychiatrist to a 
lately published textbook. The editor was round- 
ly berated, by the overnight ‘Psychiatric Officer” 
and his commanding officer. 

These incidents pertain to a disease that is 
among the oldest and most prevalent in the 
world. One need not be afflicted with it in order 
to be affected by it; the ratio of those who have 
it to those who, in one way or another, are 
troubled because of it, is as one to many. And 
it seems to be wholly taken for granted; since 
time immemorial it has been so completely woven 
into the fabric of living that it is accepted as 
inevitable — something to be endured with the 
best grace possible. That the foregoing incidents 
relate to psychiatry may bear significance, for 
the disease is so much within the province of 
the psychiatrists that if ever anything is to be 
done about it they will have to do it. 

In top circles this malady is associated with 
such things as coronations, revolutions, coup 
d’etat, investitures with authority, accessions to 
place and power. Lower down it erupts from 
elections, promotions, appointments, preferential 
designations, titular ordinations. Once in a while 
it will run a short course; mostly it feeds on 
itself, becomes intractable. When it occurs among 
those in high places the results of its devasta- 
tions are the dark pages of history. At common 
levels its manifestations are less severe — in 
extent, if not in degree. Although these mani- 
festations nourish a vast literature, both poetry 
and prose seem careful not to distill them into a 
definition. Mention of the disease is usually 
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oblique. Thus Epictetus: “But if you chance to 
be placed in some superior position, will you 


presently set yourself up for a tyrant?” And 


Brutus: “He would be crowned; how that might 
change his nature, there’s the question.” Kipling 
is more direct: “But a servant when he reigneth 
is confusion to the end.” Hawthorne ventures: 
“Some ailment in the spiritual part.” Almost a 
description is found at the level of the adage 
thus: “Some grow; many more just swell.” For 
“ailment” it is; swelling is the predominant 
symptom; “swelled head” the commonest name. 
Other symptoms are a certain strut and swag 
ger, and a disposition to throw one’s weight 
around. 

This has application in all kinds of endeavor. 
Government evolves its tyrants; politics its “in- 
solence of office’; medicine its hierarchs; theol- 
ogy its wall-to-wall-carpeted Olympus; disci- 
pline its martinets; art and literature their 
arrogant critics; education its pedants of the 
closed mind; industry its petty authorities. All 
these, in a greater or less degree of influence, 
together with the trappings of place the long 
gamut from the luxury of the bank president’s 
Cadillac to the threat implicit in the union but- 
ton on the milkman’s cap are as much a part 
of the average day as the police car’s siren. 

The common denominator is a matter of titles. 
An organized society without titles is unimagin- 
able, and so the organization charts are full of 
them. The trouble, however, is not with the 
titles but with their holders. Give a man a title 
and watch him expand, usually to the utmost 
limits of its implications. When the expansion 
is a steady and responsible growth the result is 
all that can be desired, and everybody is happy. 
But when it begins with the characteristic im- 
mediate swelling and continues into the custo- 
mary permanence, then there’s another instance 
of what a title can do to a man, another case of 
what might be called “titleosis’’ possibly a 
more elegant term than “swelled head!” 

The world of employment is full of ‘‘titleosis.” 
And few there are who haven’t encountered the 
embodiment of one or more of its protean mani- 
festations and their myriad effects. Thus the 


harvest of a single day of interested observa- 
tion: The executive whom his underlings refer 
to as “my superior officer’; the manager who is 
unmindful that his position is bigger than his 
ability; the personnel official who ‘majored in 
psychology”; the new young man with the de- 
gree in business administration; the efficiency 
expert attacking the human equation with a slide 
rule; the aptitude tester whose own aptitudes, 
if any, are obviously in other fields; the reviewer 
who dictates how the book should have been 
written; the prelate whose spiritual office thrives 
best in the comfort of his physical one; the man 
who earries on his shoulder the chip that is 
labeled “I guess you don’t know who I am.” The 
impact of one or more of these and their count- 
less kind is the daily fare of most of those who 
work and study and strive to make sense of their 
time on earth. Small wonder that so many of 
them stop off at the tavern on the way home. 

Probably the most interesting, and, objective- 
ly, the most exasperating, manifestation of 
“titleosis” is the  explosion-into-qualification 
which occurs when a title that reflects education 
and experience in a particular field is taken on by 
one who has neither, but who because of the 
title will immediately assume both. In general, 
this kind of occurrence is by no means uncom- 
mon. In particular, it has been a not infrequent 
phenomenon in the development of the safety 
director and the industrial hygienist. Apparent- 
ly it was known in olden times, and the ancients 
seem to have become inured to it. Conforming 
to their need to have a deity for each of the in- 
evitable phases of their lives, they invented the 
goddess Minerva, who sprang “full-panoplied 
from the brow of Jove.” The military has pre- 
served the tradition. It is in the military that 
the acquisition of “instant” professional status 
by order has come to full flower. 

All this is by way of an invitation to thought. 
Many times, in his contacts with the troubled 
enes who come to his department, it will be 
helpful to the Medical Director to remember that 
in all probability there is a case of ‘‘titleosis” 
somewhere in the background. Indeed, it might 


even be sitting before him. As Dia; 
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Long Live the President 


When President John F. Ken- 
nedy was sworn in on January 
20, it was the first time in 75 
years that three ex-Presidents 
were alive for an inauguration, 
according to statisticians of Met- 
ropolitan Life Insurance Com- 
pany. 

At that time, Dwight D. Eisen- 
hower was 70, Harry S Truman 
was 76, and Herbert C. Hoover 
was 86. Happily, the statisticians 
point out, both Mr. Hoover and 
Mr. Truman have already lived 
for a longer time since their 
inauguration than would have 
been expected on the basis of 
mortality conditions prevailing at 
the time they took office. 

Since the Civil War there have 
been only two other Presidents, 
Grover Cleveland and William H. 
Taft, who have outlived their ex- 
pectation of life at inauguration. 
The 15 deceased Presidents from 
Lincoln to Franklin D. Roosevelt 
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lived about eight years less, on 
the average, than expected. Even 
if the three who were assassinated 
while in office, Lincoln, Garfield, 
and McKinley, are omitted from 
the record, the actual years lived 
by the deceased Presidents of the 
post-Civil War era still averaged 
6.6 years less than expected at 
their inauguration. 

The earlier Presidents had a 
much more favorable longevity. 
The 15 Presidents from Wash- 
ington to Buchanan lived an aver- 
age of one and one third years 
longer than their expectation of 
life at inauguration, and the first 
10 outlived their expectation of 
life at inauguration by an aver- 
age of about four and a half 
years. Of the first 10 Presidents, 
only Washington and William H. 
Harrison fell appreciably short of 
their expectation of life — Wash- 
ington by 4.7 years and Harrison 
by 9.3 years. 

John Adams was the longest- 
lived of our Presidents, attaining 
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Medical Director: MPH, Harvard; Elig, Oce 
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lge foreign countries; outstandg man w/im- 
pressive record of achievmnt, seeks indus 
post, warmer climate. 
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Medical Director: MD, Univ of Wisc; 6 yrs 
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Aviation Medical Director: Trnd USAF schl, 
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plastic surgery; mid 40's. 

Staff: MPH; 1 yr, post grad, Indus Hlth 
Harvard; 6 yrs, indus phys, import oil co; 
seeks full-time indus hlith wk dir active 
med, indus hygiene & safety prog. 

Staff: 29; 2 yrs USPHS; past 8 mos, priv 
pract; seeks career post, occ med; in smaller 
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Staff: Bd elig, occ med; wkng twd MS, im- 
port grad schl PH, completing formal trng; 
seeks post w/oppor for advance. 

Staff: 29; 2 yrs, USAMC; 1 yr priv pract; 
seeks career post in oce med; pref E. 
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Medical Director: Board internist to head 
large oce med prog; lge co seeks to develop 
prog meriting national reputation; unlimited 
management cooperation; substantial salary ; 
Chicago area. 
Medical Director: Ped w/3 or more yrs res; 
or internist w/nutritional interests; leadng 
co; analyze med trends & work w/Vice-pres 
regardng new med products; 25% travel; 
$15-18,000; excel benefits; MW. 
Assistant Medical Director: Well staffed, well 
organ dept 1 yr old; import co 8500 empl; 
electronics indus; will expand med facils to 
other US & foreign plants; exceptional op- 
port, rapid advance; SW. 
Assistant Medical Director: Regional plant, 
5000 factory & office empl; main hsp & in- 
plant hsp; major co; 50 domestic & foreign 
plants; outstandg potential, career indus 
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Assistant Medical Director: With national re- 
search organ; reqs strong background in 
neurology & research; much public contact 
at univ level; 30% travel; lecturing; reqs 
adm ability as well; sal open; E. 
Chief Physician: Unmarried; 18 month con- 
tract, renewable; construction project outside 
continental U.S., island w/in 3 hrs flying 
time of NYC; med care all-male crew, most- 
ly technicians & engineers; $25,000 per yr; 
poss no U.S. income tax. 
Staff: Regional plant w/6 MDs, lge nationly 
known co; exclusive pract of occ med, w/prog 
apprvd by IMA & AMA for res trng; excel 
opport for one seekng career post w/op- 
port advance; $12-21,000; Pac-NW. 
Staff: Join 2 MDs, import co, regional plant 
w/5000 empl; $12-15,000; E. 
Staff: One inter’d in career indus med; 2nd 
man, fast expndg indus med dept; impor 
25-man cl, many on univ tehg faculty high 
standards; lge city; Mid-E. 
Staff: Lge automative div; excel potential ; 
$11,000 plus fringe benefits; MW. 
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and anti-inflammatory action in topical therapy. 
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age 90, or 16 years in excess of his expectation of 
life at inauguration. At the other extreme, Garfield 
was the shortest-lived, dying from an assassin’s 
bullet at the age of 49 19 years short of his 
expectation of life. Polk and Harding died at 53 
and 57, respectively, 16 years before their time. 
Franklin D. Roosevelt was 63 when he died, eight 
years short of his expectation of life at the time 
he took office. 

“Considering that there have been only 34 Presi- 
dents of the United States and that their longevity 
record has varied from one historic period to 
another,” the Metropolitan statisticians conclude, “it 
is not possible to say whether or not the presidency 


” 


shortens life. 


TB Among Physicians 
How serious is the threat of TB infection as far as 
physicians are concerned? This question has bothered 
the experts for some time. There is, however, almost 
no information on the subject because of the great 
difficulty of establishing any program of systematic 
mass testing among that group. 

In order to get at least partial answer, students 
at Johns Hopkins School of Hygiene and Public 
Health have been systematically Mantoux tested 
for the last nine years. The testing was done as 
part of the epidemiology instruction to illustrate the 
variability of test interpretation. The results were 
described in the November, 1960, issue of the Ameri- 
can Review of Respiratory Diseases. 

The students were divided into three groups for 
the purpose of the test physicians, nurses, and 
other professions. The results were also classified 
according to age and residence. 

Of 137 U.S. physicians tested, 64 (47%) reacted 
to the test. The percentage of reactors was almost 
twice as high among the 142 foreign physicians, 
115 or 81% of whom reacted to the test. 

Among U.S. physicians the percentage of reactors 
rose sharply —- from 39 to 78% — in the age group 
10 years and over. This is believed to be partially 
due to the greater opportunity for infection which 
existed in earlier years, as well as old age. (In the 
general population, too, the largest number of new 
cases are found among men of age 45 or over.) 

This rise in the age groups was not found among 
foreign physicians whose reaction remained fairly 
constant 76 to 84%. 

In the other categories, too, the foreign groups 
showed a higher incidence of infection than did the 
U.S. groups. However, in both cases the percentages 
were lower than those for physicians, which sup- 
ports the contention that the risk of infection among 
physicians is considerable. 

In spite of the high rate of infection, the mortality 
rate among physicians is much lower than in the 
general public. This fact may be partly explained 
by better opportunities for early diagnosis and ade- 


quate therapy. 


Films for Physicians 


Physicians who wish to obtain films of medical sub- 
jects have several sources of supply available to 
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them. Every state health depart- 
ment as well as many city health 
departments operate film librar- 
ies, and the Communicable Dis- 
ease Center of the Public Health 
Service maintains a Film Library 
which is designed to supplement 
state and local resources. A cata- 
log is available. 

Two series of films nearing 
completion will soon be available 
from other sources. A series of 
19 two to 12 minute teaching 
films in the field of microbiology 
have been prepared by the Uni- 
versity of California. They may 


EFFECTIVE 


TREATMENT OF PSORIASIS 


be obtained from Educational 
Film Sales, University Extension, 
University of California, Los An- 
geles (purchase or rental), and 
from the Society of American 
Bacteriologists, School of Medi- 
cine, University of Pennsylvania, 
Philadelphia (rental). The Physi- 
cal Diagnosis Series, a series of 
seven (so far) teaching films for 
nurse, student or physician re- 
fresher: made at medical schools 
all over the country and nar- 
rated by outstanding teachers, 
they are available for rent or 
sale through Audiovisual Utiliza- 


~~. 


IASOL 


Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 


RIASOL contains 0.459% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 


literature 


SHIEPD Laboratories 


12850 MANSFIELD « DETROIT 27, MICHIGAN 
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Dept. 105 


tion Center, Wayne State Uni- 
versity, Cass Avenue, Detroit, 
Michigan. 

Many excellent filmed and 
taped TV programs in the field 
of health and medicine are avail- 
able for rental from the National 
Educational Television Film Serv- 
ice, Audio-Visual Center, Indiana 
University, Bloomington. A cata- 
log will be supplied on request. 


Chemical Safety Data 


Revised editions of four chemical 

safety data sheets are now avail- 

able from the Manufacturing 
Chemists’ Association, Inc. 
These booklets on Benzene, 
SD-2; Nitric Acid, SD-5; 
Paraformaldehyde, SD-6; and 
Anhydrous Ammonia, SD-8, 
list not only the characteristics 
of these chemicals, but also 
the hazards, engineering con- 
trol of hazards, employee 
safety procedures, fire fight- 
ing techniques necessary, rec- 
ommended handling and stor- 
age practices, tank and equip- 
ment cleaning and_ repair 
procedures, waste’ disposal, 
medical measures necessary, 
and first-aid requirements. 


Bracing News 


The development of a radical 
new leg and ankle brace which 
approximates the normal hu- 
man ankle and which is ex- 
pected to revolutionize below- 
knee bracing has been an- 
nounced by the Easter Seal 
Research Foundation. 

The experimental brace will 
enable crippled persons to walk 
with relative freedom, per- 
mitting all normal action of 
the ankle, including side-to- 
side and rotation motion, in 
contrast to the inhibiting, sin- 
gle up-and-down motion of 
present braces. Thus it over- 
comes a major handicap in 
ambulation encountered by vic- 
tims of crippling conditions, 
and it will, in effect, provide 
opportunity for the same flexi- 
bility of action enjoyed by per- 
sons with normal ankles. 

The appliance, not yet ready 
for production, is the result 
of a three-year, $90,000 pilot 
study at the Biomechanics 
Laboratory of University of 
California Medical Center, San 
Francisco, directed by Verne 
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do all youcan 
whenever 


there 1s local 
inflammation 


swelling/pain... 


STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


‘‘Normal’’ recovery is not enough, Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 
a ‘‘normal’’ recovery —put comfort in convalescence, shorten the re 
covery cycle, and reap the reward of greater patient appreciation. 


e In treating refractory, chronic conditions, 
VARIDASE therapy gives added impetus to 
recovery. In common, self-limiting conditions, 
VARIDASE provides an easier convalescence 
with faster return to constructive living. This 
can be of major importance even to the pa- 
tient with a “minor” condition. © VARIDASE 
Buccal Tablets are indicated to control in- 
flammation following trauma or surgical 
procedures, and in suppurative or inflamma- 
tory lesions of subcutaneous and deep tissues. 


VARIDASE has no adverse 
effect on normal blood clotting. Care should be 


® Precautions: 


taken in patients on anticoagulants or with a defi- 
cient coagulation mechanism. When infection is 
present, VARIDASE Buccal Tablets should be 
given in conjunction with antibiotics. 

® Dosage: One buccal tablet four times daily 
usually for five days. To facilitate absorption, 
patient should delay swallowing saliva. 

© Supplied: Each tablet contains 10,000 Units 
Streptokinase, 2,500 Units Streptodornase. Boxes 
of 24 and 100 Tablets. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York tLe rt) 





massages 
pain away 


inmusculoskeletal — 
involvements 


GER-0-FOAM 


(aerosol foam) 


relieves pain, spasm; 
improves function 
Increases tolerance 


to exercise 


GER-O-FOAM’s exclu- 
sive formula provides 
for the first time deeply 
absorbed analgesic- 
anesthetic agents in 
aerosol form —to per- 
meate and anesthetize 
sensory nerve endings. 


Relief in minutes, lasting 
for hours in... rheuma- 
toid arthritis, osteoar- 
thritis, muscle sprain, 
fibromyositis, low back 
pain...even in chronic 
intractable cases. 


GER-O-FOAM combines: 
Methyl salicylate 30%, ben- 
zocaine 3%, in a neutralized 
emulsion base, permitting 
fast penetration through the 
stratum corneum, 


Q and reprint from 


GERIATRIC PHARMACEUTICAL CORP. 


Bellerose, New York 


Ploneers In Gerlatric Research 


1. Gordon, E. E. and Haas, A.: RIATRIC 


Industrial Medicine & Surgery 
28:217, 1959. 








T. Inman, M.D., and financed by Easter Seal funds. 
All previous concepts of bracing were discarded at 
the outset of the project, and a careful, analytical 
study of the normal ankle and its function were done. 

As described by the Biomechanics Research Group, 
one of the principal accomplishments of the study 
has been the development of an experimental drop- 
foot brace, embodying two radically new concepts. 
The first is the use of a two-joint mechanical ankle 
system which approximates closely the two-joint 
action of the anatomic ankle. The second is the at- 
tachment of a variety of springs, stops, and other 
control devices to the brace framework, thus making 
it a system of external control. 

Some of the important advantages of the ex- 
perimental brace, the research team points out, are 
1) all normal motions available at the ankle joint 
can be retained; 2) the functions of residual mus- 
culature acting about the ankle joint may be re- 
tained, assisted, or limited, as desired; 3) the 
balancing actions of the ankle-joint complex are 
permitted to operate; and 4) the discomfort created 
by the calf band as it rubs on the skin is eliminated. 

Anatomically and physiologically the new brace 
appears to be sound. However, clinical trials will 
be required before an adequate evaluation can be 
made. This new device will not be made available 


until such an evaluation has been completed. 
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kor the 


irritable 
(s.1. tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 

Bottle of 50. 

Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 
MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 

Bottle of 50. 

Dosage: | or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 


©Miltown + anticholinergic 


(iY waLLacr LABORATORIES Cranbury, N. J. 





to restore hormonal balance... 


CORRECTIVE THERAPY Because Cytran contains the new 
progestin, Provera”, you can now reach the probable 
cause of premenstrual tension—hormonal imbalance. The 
estrogen-progesterone ratio is adjusted to more normal 
premenstrual balance. Abdominal discomfort, shakiness, 
fatigue — symptoms incompletely controlled by mere 
symptomatic treatments — are often effectively relieved. 


to comfort the patient... 


SYMPTOMATIC THERAPY An effective diu- 
retic (Cardrase*) and a mild tranquilizer 
(Levanil*) afford symptomatic relief during 
the time required to effect basic correction. 
They also supplement the activity of Pro- 
vera in those patients in whom restoration 
of hormone balance does not completely 
eliminate edema and anxiety/tension. 


Each tablet contains: 

Provera (medroxyprogesterone acetate) 

Cardrase (ethoxzolamide) 

Levanil (ectylurea) 

Usual dosage: 1 to 2 tablets daily, 5-10 days before the period. 

Supplied: As layered tablets in bottles of 20 and 100. 

Precautions: Side effects following the use of CYytran are rare. The patient 
should be observed for possible sensitivity to one or more of the components. 
Drowsiness, if seen, may be relieved by decreasing the dosage. 


Contraindications: C¥tran should not be used in patients with 
abnormal uterine bleeding until malignancy and all other 
organic pathologic conditions have been ruled out. Carbonic 
anhydrase inhibitors should not be administered in the pres- 
ence of renal failure, hyperchloremic acidosis, Addison's 
disease, or any condition involving depressed sodium and/or 
potassium levels. Caution must be observed in the presence 
of symptomatic hepatic cirrhosis as 
acidosis may develop. Tranquilizing 
agents, generally, are not indicated in 
true depressive states without con- 
comitant anxiety. 


TTRADEMARK *TRADEMARK, REQ. U.S. PAT. OFF, 


THE UPJOHN COMPANY @® KALAMAZOO, MICHIGAN 





Frem the film—“Skin Grafting of Extensive Burns’ by Harry R. Grau, M.D., Cleveland, Ohio 


Fig. 1. 68-year-old man with extensive third degree burns caused by gas explosion 2 weeks previously. Fig. 2. 
Sixteen days after treatment with FURACIN Soluble Dressing and debridement, wounds show healthy grenu- 
lation tissue free from infection and ready for skin grafting. 


Severe burns: fight infection, facilitate healing 


Versatile Furacin lends itself admirably to burn treatment. Furacin Soluble 
Dressing is applied directly, or as impregnated gauze under dry or wet pressure 
dressings. FURACIN Solution is sprayed on the burn area (exposure technic) ; this 


leaves a moist, flexible antibacterial film. 


In clinical use for more than 13 years and today the most widely prescribed single 
topical antibacterial, FURACIN retains undiminished potency against pathogens 
such as staphylococci that no longer respond adequately to other antimicrobials. 
Furacin is gentle, nontoxic to regenerating tissue, speeds healing through efficient 
prophylaxis or prompt control of infection. Unique water-soluble bases provide 
thorough penetration, lasting activity in wound exudates, without “sealing” the 


lesion or macerating surrounding tissue. 


the broad-spectrum 4 
bactericide exclusively 
for topical use 


brand of nitrofurazone 
in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 
Solution /Cream /HC Cream 

(with hydrocortisone) / Vaginal 
Suppositories / Inserts / FURESTROL® 
Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 
EATON LABORATORIES 

Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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B in a series of washroom survey comments, 
No- from “SBS soap counselors” 


i heer 


pi 





T. J. O’Brien 


SBS Division Manager and 
veteran soap counselor on 
our East coast, reports these 
conditions at a large plant 
in his area 


“We found soap waste a major problem in 17 of the 27 wash- 


rooms surveyed. Waste powdered soap deposits made an unsightly 
mess of washbasins and made floors dangerously slippery — ran 
up unnecessary housekeeping costs. Employee morale took a beat- 


ing even though management was paying through the nose. 


“They were very interested in viewing ‘Operation Pinpoint’— 
especially the part that points out how easily SBS 60 Cream 
Deodorant Soap prevents waste. We demonstrated afterwards 
how this thick-bodied cream clings to the skin, won’t drip or run 
off like a liquid or powder. We also pointed out that only 36 ‘SBS 
60° dispensers, filled twice weekly, will do the work of the 67 


dispensers now in use that need filling once a day!” 


Money-saving suggestions like this begin 


with OPERATION PINPOINT-a thought- 





provoking presentation filled with facts 
about skin hygiene and washroom main- 
tenance. The SBS soap counselor serving 
your area can pinpoint the right soap to 
do every skin cleansing job best and at 
lowest cost in your plant. Let him show 
you OPERATION PINPOINT ... . just 


call your nearest SBS office, collect. 
the washword of indusbu 


sugar beet products co. 


SAGINAW, MICt l Angeles, Calif. © Newark, N.J 
CANADA: Chemical By 





Why did the American 
Cancer Society grant 
this man $688,000? 


With $688,000 in research 
grants, Dr. Papanicolaou devel- 
oped the Pap Smear, a detection 
aid for uterine cancer that has 
saved the lives of 175,000 women! 


IS FULL NAME is Dr. George N. 

Papanicolaou. He allows himself 
to be called “Dr. Pap,” which un- 
doubtedly is a great time-saver for his 
busy laboratory colleagues. He is re- 
sponsible for saving the lives of many 
thousands of women. 

Dr. Pap pioneered the Pap Smear— 
a cell examination that is used to de- 
tect uterine cancer in its early stages, 
when the chances for cure are great- 
est. Uterine cancer (the second most 
common cancer in women) causes 
14,000 deaths a year. Today, if every 
woman had the quick, simple 
examination called the Pap 
Smear once a year, there would 
be a uterine cancer cure rate of 
nearly 100%. 

Your contribution to the 
American Cancer Society has 
made Dr. Pap’s great work pos- 
sible. It will continue to help 
men like him attain their ulti- 
mate goal—a cure fer all cancer! 

Guard your family. Fight can- 
cer with a checkup and a check. 


AMERICAN 
CANCER SOCIETY 





TOPICAL STEROID NEWS: 
BREAKTHROUGH IN THERAPY 


In steroid responsive dermatoses you 
may prescribe new Panzalone Cream for 
rapid healing without concern about side 
effects and cost-to-patient, even when 
used on extensive areas for prolonged 
periods. 


% CREAM 


| PANZALONE 


delta-5-hemisuccinoxypregnenolone*, DOAK 


BREAKTHROUGH IN THERAPY 


because the 2% concentration of Panzalone Cream 
helps assure quick relief of symptoms and more 
rapid healing of lesions, 

because Panzalone is a new and fundamentally 
different steroid for topical application; it is non- 
corticoid and thus cannot produce corticoid side 
effects and 

because cost-to-patient of an Rx for Panzalone 
Cream, reflecting the economies in synthesis of 
this new steroid, will be less than 42 the average 
for comparable topical steroid creams. 

Panzalone Cream is applied 3-4 times a day, supplied as 
15 Gram (12 902.) tubes. Each gram of water washable cream 
contains 20 mg. of delta-5-hemisuccinoxypregnenolone 
(A5-pregnen-3(8)-hemisuccinoxy-20-one), DOAK with 
Buro-Sol®, DOAK (equivalent to 3.38 mg. aluminum acetate), 
pH 5.5. Distributed in Canada by Trans-Canada Pharmacal 
Co., Montreal, P. Q. *PATENT PENDIN 


DOAK Pharmacal Co., Inc., New York 16, N. Y. 





The man who 
wouldn't give up 


500 MASSED ROCKETS shook the brand-new 
Brooklyn Bridge, screamed up into the May eve- 
ning and showered the city with red and gold. 
While behind a darkened window, a big, gaunt 
man sat and watched, too crippled and pain- 
wracked to attend the opening day festivities for 


the bridge. 

This was a pity, for he had built it. 

Which means that when money gave out, Chief 
Engineer Roebling pleaded for more. When dis- 


turbing changes of plan had to be made, Roebling 
fought them through. And when a hundred pan- 
icked men were trapped under the East River in a 
flooded caisson, Roebling saved them. 

Spinning the giant steel spiderweb not only 
exacted 13 years of Roebling’s life, from 1870 to 
1883, but very early in the game it crippled him 
forever with the caisson disease. 

But he never gave up, saw the job through to 
the end. His were the courage, skill and vision 
that make Americans a nation of great builders— 
a strong, growing nation. And a nation whose 
Savings Bonds rank with the world’s finest in- 
vestments. 

For the constructive strength of 168 million 
Americans stands behind these Bonds. This is why, 
when you buy U.S. Savings Bonds, our Govern- 
ment can absolutely guarantee the safety of your 
principal—up to any amount—and the rate of in- 
terest you receive. 

You cannot get a better guarantee than that. 
Why not invest in U.S. Savings Bonds regularly 
—where you bank or through the Payroll Savings 
Plan where you work? And hold the Savings 
Bonds you have. 


Safe as America—U.S. Savings Bonds 


The U.S. Government does not pay for this advertisement. It is donated 
by this publication in cooperation with the Advertising Council and the 
Magazine Publishers of America. 
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in Over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


| simple dosage schedule produces rapid, dependable 
tranquilization without unpredictable excitation 
no cumulative effects, thus no need for difficult 
dosage readjustments 
does not produce ataxia, change in appetite or libido 
does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d, 


Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules... _, 


Meprospan’ r 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 
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